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SECTIONAL MEETING (ARIZONA AND NEW MEXICO) 
AMERICAN COLLEGE OF SURGEONS 


TUCSON, ARIZONA, FEBRUARY 1 AND 2, 1926 


The District Conference of the American 
College of Surgeons for Arizona and New 
Mexico, met at Tucson General Hospital, at 
8 a. m., February 1, 1926. 


The following program of clinics was pre- 
sented: 


Dr. J. I. Butler (Tucson) 


(a) Serial Radiographs following X- 
ray treatment of Thoracic Tumor. 
(b) Interval Radiograph of Perthe’s 


Disease. 
Dr. I. E. Huffman (Tucson) 


Pulmonary and Peritoneal Tuberculo- 
sis with severe pain, of unknown 
cause, in back. Presentation of case. 

Dr. Jeremiah Metzger (Tucson) 


Bone Tuberculosis. Exhibition of cases 
showing results of heliotherapy. 
Dr. Victor M. Gore (Tucson) 


Left Sided Cerebral Varix. 
tion of case. 


(Report of these cases will appear in a 
future issue of this journal.) 

At 10 a.m. clinics were held at U.S. Vet- 
erans’ Hospital No. 51, by staff members. 
Three cases were presented, all dealing with 
pulmonary tuberculosis and _ prospective 
thoracoplasty, by Dr. J. L. McKnight, who 
spoke, in part, as follows: 


“The discussion came up as to what to bring 
up today—not what we could do, but selfishly 
wherein we could get the most from the dis- 
tinguished visitors we have with us today, and it 
was decided to bring before you some cases of 
Prospective chest surgery, and get the opinion of 
the surgeons here on chest surgery, and particu- 
larly an opinion on definite specific cases, as 
shown by the clinical, physical and x-ray findings, 
So, in the name of the medical officer in charge, 
and the medical staff, you gentlemen are most 
cordially welcomed, and the meeting is yours, ex- 
cept we will try to produce some matter for you 
to work on.” : 


Presenta- 





Three cases were presented, all prospec- 
tive thoracoplasties, and slides exhibited by 
Dr. McKnight. The discussion was joined 
in by several members, particularly Dr. 
Crile, of Cleveland, and Dr. Willard Smith, 
of Phoenix. 


Dr. Crile was then taken to the Univer- 
sity of Arizona, where he spoke to a large 
and appreciative audience of students and 
townspeople. A special assembly had been 
arranged, and Dr. Cloyd Heck Marvin, pres- 
ident of the University, introduced Dr. 
Crile. 


At noon, all Fellows of the American Col- 
lege of Surgeons were special guests at the 
luncheon of the Rotary Club, at the Santa 
Rita Hotel, at which time Dr. Franklin H. 
Martin and Dr. Allan Craig spoke briefly 
on the work of the College. 

At 2:00 p. m., the meeting was called 
to order at the Santa Rita Hotel, Dr. Win- 
fred Wylie, of Phoenix, presiding. 

Dr. Franklin H: Martin, Chicago, Director 
General, American College of Surgeons, was 
the first speaker, his subject being: “The 
American College of Surgeons and its Re- 
lation to Hospitals.” 

Dr. Martin spoke as follows: 

Mr. Chairman:— 

As a rule at these hospital meetings, we have 
with us the nurses, the hospital superintendents 
and attendants, the Sisters, and other people as- 
sociated with the conduct of hospitals, and my 
m-ssage is directed to that group of people. It 
is not framed along the lines of praise or flattery, 
nor the paying of the compliments of the day, but 
its purpose is to discuss the program of the Am- 
erican College of Surgeons, in relation to hos- 
pital standards. 

Those of you who are members of the Ameri- 
can College of Surgeons realize that Ochsner, 
Crile. Brewer, Finney, Edward Martin, Rixford, 
Chipman, Matas, Mayo and Cotton—that group of 
old wheel-horses, were responsible for the found- 
ing of the American College of Surgeons, and that 
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in organizing it they did not have in mind the 
establishment of another medical society. They 
realized that we had the great American Medical 
Association; the special societies, and others. 

The American College of Surgeons was estab- 
lished to standardize. The idea in the minds of 
those who established it was to standardize, or 
to elevate the standards, of the practice of surgery 
We formulated our program and you know that 
program had in it one or two phases, new phases, 
that benefited enormously a large number of 
members of the profession. In elevating surgical 
standards it was necessary, in selecting our Fel- 
lows from .the candidates who made application, 
to determine some means by which we could esti- 
mate their surgical ability. A man who has just 
graduated from a medical school, who has passed 
an examination in all the branches of medicine 
and surgery and received a mark of. ninety-five or 
ninety-eight, has an academic idea, or a eage 
of medlicine. But, frequently, the higher 8 
average in that examination, taking a great many 
things into consideration, the lower his ability, so 
far as doing practical things is concerned. 


One of the greatest men we have ever had in 
the Chicago Department of Sanitation was a stu- 
dent in one of the universities with which I was 
connected. He was there for five or six years, 
and we didn’t seem able to get rid of him. He 
was continuously fussing around in the laboratory 
trying to discover something that nobody knew 
anything about. He was even then interested in 
sanitary problems. He never passed an examina- 
tion. He could not get by one subject in that 
University, and we didn’t know what on earth we 
were going to do with him. He was a high-class 
fellow, but he wasted all of his time in the labor- 
atory trying to find out new things. Finally we 
had to get together and decide what we were go- 
ing to do with this fellow. It was obvious we 
would have to get him out, although we knew 
he never had passed an examination. So we just 
gave him his diploma. And he became and is still 
one of the greatest health officers in America, sci- 
entific to the point of scintillation, and yet he 
hadn’t the conception of an academic examination. 

Just what did this group that started the Am- 
erican College of Surgeons have in mind? The 
last thing in the world they had in mind was the 
passing of examinations. It was their idea to in- 
terest those worth while men who did not attend 
medical societies, which were principally social 
functions. They organized the American College 
of Surgeons for the purpose of getting together a 
group of men who wanted to do surgery, and who 
were willing to learn how to do surgery. They in- 
sisted there should be no academic examination 
in connection with the College; that it should be 
a “show me” proposition, instead of a “tell me” 
one. When the Clinical Congress of Surgeons of 
North America was formed, twelve hundred men 
came to Chicago in response to our statement that 
if they would come to that city, we would show 
them what men were doing in surgery. Twelve 
hundred came, and they were the finest lot of 
surgical and medical men that ever assembled. 
We had not seen them at other meetings: They 
were the men who had gotten so tired of the old 
academic game, and the swivel chair talks of men 
who did not do surgery, that they had stopped at- 
tending medical society meetings. But they 
swarmed to these clinical meetings. 

It took us just three years to learn that our 
venture was just going to peter out. Why? Be- 
cause the swivel chair academicians, so-called, said, 
“We have got to get hold of this crowd. This is 
a new lot of people, Some of them don’t even 
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wear dinner coats) They just come to find out 
things.” So they endeavored (to inoculate our plan 
with the academic. This group of men who or 
ganized the Clinical Congress got together and 
said, “Here, we must have an organization that 
will stand for the particular things that this group 
of men desires. -How shall we do it? Shall we 
have an examination? By all means, no. These 
men have had examinations. We are not appeal- 
ing to the people who can pass examinations, but 
to the people who can do things. Very well then, 
we shall ask them to file a record- of--the—werk 
they are doing; a record of a series of operations 
that they themselves have performed.” This new 
idea was welcomed by the men who were inter- 
ested in the American College of Surgeons. . What 
was the result. These men who were asked to 
submit records were practical men. They began 
to send in their records and they did not care 
much about the physical appearance thereof, just 
so they had a complete record of fifty major op- 
erations, and fifty abstracts of other cases. The 
records that came to us bore the earmarks of be- 
ing practical cases, and they were acceptable to 
our board. 

And here is where the hospital situation came 
to our attention. The hospitals had peen going: on 
in the same old way. Most of their so-called’ rec- 
ords were not records, even though some of the 
hospitals were of a very high type. But the sur- 
geons, who were the men in the hospitals in whom 
we were especially interested, were going on about 
their business, reading their medical journals and 
books, not attending medical societies, but ad- 
vancing in ability. These’-men went to the hos- 
pitals to secure records to submit to the Ameri- 
can College of Surgeons, and many times there 
were no records available. And the hospital peo- 
ple all over the country began to ask, “What are 
we going to do about it? ” All the hospital as- 
sociations began to ask, “What about this record 
business? How can we aid our surgeons in meet- 
ing the requirements of the College?” They finally 
came back to the American College of Surgeons, 
which was asking the surgeons in the hospitals 
to furnish the records. It became nec®ssary, there 
fore, for the American College of Surgeons, as 
one of its first activities, to help the hospitals to 
maintain. a standard which required that they 
should have complete records, and this move is 
bigger than anything else that has occurred in 
medicine. 


The hospitals have entered into partnership with 
the: American College of Surgeons. We began 
with the 100 bed hospitals. Then we included the 
hospitals of 50 beds to 100 beds. There are now 
1455 hospitals on the approved list of the College. 
This means that seven thousand men, appreciat- 
ing what the College was doing, and that it isa 
practical organization, have been induced to give 
twenty-five dollars a year. to support the Ameri- 
ean College of Surgeons, and $75,000.00 a year of 
that money is‘going to strengthen this partner- 
ship between the surgeons and the hospitals, our 
workshops. 

Last year we included the 35 to 50 bed hospitals, 
and quite a large number of those now are on 
the standardized list, but there are over fifteen 
hundred hospitals with twenty-five to thirty-five 
beds, and an additional number with less than 
twenty five beds, which are really the community 
centers of the small towns and villages. They 
have their training school for nurses, and an ef- 
ficient staff, one member of which is probably a 
member of the American College of Surgeons, and 
probably one or two other surgeons—high-class 
men. Don’t think for a moment that we believe 
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that all the high-class men in surgery are in the 
American College of Surgeons. We know they 
are not. 

To return to the more than fifteen hundred hos- 
pitals with less than thirty-five beds, which are 
distributed all over the United States and Canada, 
the College has been financially unable to visit 
them, Each year a report of the approved hos- 
pitals appears in the press all over the country. 
Several hospitals in this city appeared on the 
standardized list last year, and they are all very 
proud to be there. It has become a great asset 
to these hospitals, the fact that they are officially 
on the approved list of the American College of 


- Surgeons, but here and there are the smaller hos- 


pitals, with between twenty-five and thirty-five 
beds, that are not on our list, and may be just as 
well organized, and as capable of doing good work 
as the larger ones, and because we have not had 
the time and the financial backing to visit them, 
they cannot appear as approved standardized hos- 
pitals. This tragedy is experienced by over fifteen 
hundred hospitals every year. The trustees, when 
our approved list appears, ask, “Why isn’t our 
little hospital on the list? Are our men splitting 
fees? Haven’t we records; haven’t we _ labora- 
tories?” It is an absolute tragedy, 

You men and women here in these two states, 
where the ‘mines are supporting multi-millionaires, 
many of them living in the east; you who are 
working or helping to sustain these great enter- 
prises, and you who are constantly coming into 
contact with these wealthy men who come back 
to draw their dividends and look over their prop- 
erty—just say to one of them, when he is in a 
mellow mood: “Just give twenty-five thousand dol- 
Jars a year for three years to the American Col- 
lege of Surgeons, so it can begin tomorrow to 
survey these smaller hospitals, and so that those 
that are not quite up to standard may be inter- 
ested to come up to the standard.” We do not 
usually ask for money, but I merely put this for- 
ward as a suggestion. If you know of someone 
who is looking for a place to spend his money, 
worrying about his income tax, simply say to him, 
“Why, I know where you can put twenty-five 
thousand a year for three years and not worry 
about it being wasted.” Then show nim the Blue 
Book of the College, and explain to him the trag- 
edy that is occurring to these smaller hospitals, 
and ask him to help us. 

I will say this, if it is any gratification to you— 
I have said it in the east, so it is not a secret. 
The best hospitals of the world, with a few ex- 
ceptions, are to be found west of the Allegheny 
Mountains. North America is the hospital cen- 
ter of the world. England recognizes this fact, 
and also other European countries, They recog- 
nize it in New Zealand and Australia, thoroughly 
up-to-date communities. Those great countries re- 
mind me of Arizona and New Mexico. They ap- 
preciate the excellent hospitals of our continent 
to the extent that they have sent their leading 
surgeons and hospital men over nere to confer 
with us, and Dr. Mac Eachern is over there now 
(and they are paying his expenses), conferring 
with the heads of the Departmenrs of Health in 
all of their states, and even with their Federal 
Governments. He is to remain until about the 
first of April and expects at that trme to have a 
list of the hospitals of Australia and New Zealand 
on the approved list of the American College of 
Surgeons, and if you know the hospitals of those 
countries, you will realize that they will be revolu- 
tionized. 

I repeat that the best hospitals we have in the 
world are west of the Allegheny Mountains; those 
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that are playing the game. They have the rec- 
ords, the laboratories and the staff meetings. The 
result is apparent when one attends the clinics in 
this part of the country and the clinics in the 
east. You all know that because you travel, but 
they do not come over here to see what you have; 
but you know when you go east you are perfectly 
satisfied to come back here. You may be stim- 
ulated to do a little better, but not because the 
average is against you. 


In about a month, we are going to send out our 
first diplomas to the approved hospitals. Before 
doing that, we thought it would be a good idea 
to check up by mail on the hospitats that we could 
not visit in person, and, therefore, we have sent 
to the hospitals a questionnaire covering the five 
points of the minimum standard. There are some 
hospitals on this list regarding which there is 
some question, and the hospitals that fail to sat- 
isfy the College on the points covered by that 
questionnaire, will not receive the diploma, So if, 
by any chance, your hospital is not on the list for 
a diploma, although I am sure it will be, don’t 
make any complaint to outsiders, but get busy 
with our central office in Chicago, and say that 
you have overlooked the correspondence that we 
have sent to you, and give us the information we 
desire. Otherwise your hospital will not appear 
on the approved list next year. 

Among the five points of the minimum standard 
is a very important one on the divison of fees 
and you superintendents of hospitals have a big 
responsibility’ there. I do not believe it is possible 
for a man to follow the abominable practice of fee 
splitting in a hospital without your knowing or sus- 
pecting it, and the American College of Surgeons, 
with this big group of men I have spoken of, this 
following of seven thousand Fellows, is determined 
that this malicious practice shall pe stamped out. 

I hope you will pardon me for my plain speak- 
ing but in every organization there are four or 
five who are responsible for the upholding of its 
ideals, and I hope that all of us for the next 
twenty-five years at all meetings, will stand right 
up on our toes and defend the ideals of the Ameri- 
can College of Surgeons, so that it may always 
be what its organizers desired that it should and 
must be.” 





Rev. C. B. Moulinier, S. J., of Milwaukee, 
President of the Catholic Hospital Associa- 
tion, was the second speaker at this con- 
ference, his subject being “Community Re- 
sponsibility of a Modern Hospital.” He 


spoke as follows:— 
“It always does me good to hear Dr. Franklin 
Martin tear up stumps. I feel like doing the same 
thing myself. You know Dr. Franklin Martin was 
in Washington when we started this thing and I 
feel that I am older at it than he is, even. I feel 
that my responsibility is almost greater than his, 
although he is the one that lays down the law. 
The Catholic Hospital Association has been co- 
operating with the American College of Surgeons 
from the very beginning, and feels very proud of 
the fact, I am particularly gratified to know 
that the Sisters’ Hospitals throughout the United 
States and Canada have whole-heartedly come 
right into the movement and want to make their 
hospitals as modern as a hospital can possibly be. 
In fact, I say to the Sisters, when I am talking 
to them alone, “You must lead the profession even. 
You must lead the College of Surgeons. Don’t 
just be trailers. Do anything and everything that 
the College of Surgeons asks, because I know they 
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are not asking anything unreasonable.” They are 
asking difficult things, yes, things that involve 
some expenditure of money, that was not ex- 
pended in former days, that demands a certain 
supervision and a certain drastic action at times 
that the Sisters are slow to take. Their nature 
is to be gentle, to be kind, to be persuasive, and 
I try to say to them, “Don’t be afraid. Don’t be 
afraid of any surgeon. Don’t be afraid of any 
doctor. If Dr. Will Mayo was on your staff, and 
he did not do what the College of Surgeons de- 
mands, put him out. No matter how many patients 
he brings to your hospital. Put him out.” 


Because, after all, Sisters and ladies and gentle- 
men, this whole minimum standard has been 
made on the basis of a responsibility of the hos- 
pital to the community, to the patient, If organ- 
ization is demanded, it is because organization is 
good for the patient. If a promise against the 
splitting of fees is demanded, it {s because that 
is good for the patient. If complete, careful, gen- 
uine sincere, honest records are demanded, it is 
because it is better for the patient that there 
should be such. If monthly conferences are de- 
manded, again it is because that is better for the 
patient. Incidentally, however, don’t forget that 
all of these things are better for the medical pro- 
fession, and beiter for every individual man of 
the medical profession, and better for the hospital. 

I have had many Sisters say to me right along 
during these years of standardization, since stand- 
ardization has come in, “We can go to bed and 
sleep with an easy conscience. We xnow that our 
staff and our nurses and all the people in the hos- 
pital have been doing their best for the patients. 
We know we are giving them as near 100% of 
scientific service as we are capable of, and that 
makes us feel easy in our conscience.” 

Therefore, the whole basis of this standardiza- 
tion is merely a physical basis. It is a basis of 
the sincerest kind. It is making the medical 
profession, surgical and internal medicine and spe- 
cialists, all do their work in a recorded way. You 
know that the law records all its actions, all its 
decisions, all its mental processes. You know that 
it attends to justice between individuals, between 
individuals and corporations, between individuals 
and communities, municipal governments and state 
governments and national governments, on the 
basis of absolutely open discussions of the rights 
involved, and you know that a record is kept of 
all of this, Of course we know that justice goes 
astray at times. You know that there are influ- 
ences, money influence, political influence, that 
threaten justice at times, and yet the very safe- 
guarding of our rights as individuals and as com- 
munities, lies in the fact that there is no star- 
chamber process going on as a rule. You know 
that is our guarantee of liberty. 

And, on the same principle, the medical profes- 
sion is bringing itself, through the action of the 
American College of Surgeons, in standardizing 
hospitals, is bringing the medical profession before 
the light in all that it does for every patient, re- 
gardless of color or class or religion or social 
standing. You know the most neglected and most 
unconsidered member of the community who goes 
to a standardized hospital, gets the best care a 
hospital can give, so far as the scientific side of 
it is concerned The patient may not get the best 
room and the best physical accommodations, but 
that patient gets the best scientific mind, scientific 
mental process from the medical man, the best 
scientific care that the medical man, surgeon or 
other, can give. Why? Because the College of 
Surgeons has demanded that there be records kept, 
written records, and that there be a review of the 
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work done in the hospital at least from month ‘to 
month, of what has been done for. every patient. 


That nefarious practice of buying and selling 
patients that Dr. Martin has referred to, is an 
evil that we all know, a terrible evil. It is dif- 
ficult to stamp out; a very hard thing for the 
authorities of a hospital or for a staff to prove 
against a man, that secretly, unknown to anyone, 
he gets a rebate, or he pays for the patient he 
gets. It is a cruel thing. If the mind of a surgeon 
or of the medical man, the ordinary practitioner, 
is not honest, if he does not get his practice by 
reason of his ability and skill, or by reason of 
his personality, but gets it by reason of an inter- 
change of money, and he is satisfied In conscience,’ 
or in spite of conscience, what can we do? You 
may have state laws, as we have in Wisconsin, 
against it, but that won’t stop it. You may have 
an oath, or the equivalent of an oarn, by way of 
a promise demanded by the Colege of Surgeons 
on the part of every member of a staff, and yet 
it won’t be stamped out by thet promise, if a 
man chooses in his secret conscience, to have a 
secret agreement with any other man of the pro- 
fession that his patients will be given to him, if 
he is a surgeon, or a surgeon will accept from a 
medical man, provided there is an interchange of 
money, for a consideration. Therefore, what is 
needed? A high moral attitude of mmd; a high 
sense of responsibility to the community, 

This movement of standardization we know by 
actual observation, by testimony that is  indis- 
putable, has stopped much of this division of fees. 
There is still too much of it in existence. The ac- 
cusation that there are Fellows of the College 
who are doing it is unquestionably true here and 
there. It is probably exaggerated and is unfair in 
its exaggeration, and the College is doing all it 
can to stop it. It is well known that if you can 
bring documentary proof that will stand before a 
court, that can be used in case of a trial, the Col- 
lege will put such a man out, and will keep such 
man out, no matter what else he may be; no 
matter what his surgical standing may be. There- 
fore, you see that this whole attitude of the mod- 
ern hospital, the standardized hospital, which is 
being brought about by the American College of 
Surgeons, is one of moral responsibility. The re- 
action on the profession is, by very careful ob- 
servation, most beneficial. There is better sur- 
gery being done today by far, by fifty percent, by 
one hundred percent, perhaps, taking the whole 
country by and large, than there was eight or ten 
years ago, or even five years ago, by reason of 
the American College of Surgeons. There is bet- 
ter internal medical practice, because of the pre 
operative and pre-treatment diagnosis, based on 
the facts found out in regard to the patient. The 
family history, the personal history, the physical 
examination, the laboratory tests, and then as a 
logical scientific case, and then a diagnosis of what 
is the matter with the patient. 

The medicai profession, I believe, today, is at 
least fifty percent a better diagnostic profession 
than it was before this movement started. The 
power of diagnosis has grown because of being 
obliged to record the facts and mental processes 
that are involved in making a diagnosis. Could 
anything be more valuable to the public? Could 
anything really make good a responsibility of 4 
great system of hospitals to the public than this 
very fact? 

Then we know that a great deal of unnecessary 
surgery has been hindered by reason of this very 
demand for recorded facts and conclusions in re- 
gard to operations. We know—you know. better 
than I do, but I know also, that there ware 
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hundreds and thousands of unnecessary operations 
performed because of the haphazard way in which 
a hurried diagnosis was made, and a patient was 
told an operation was necessary, There was no 
supervision. There was no checking up. There 
was no organized staff. There was no executive 
committee, or surgical committee or technique 
committee, no records committee. There were no 
monthly conferences. And the consequence was 
that men of even fairly responsible minds rushed 
into operations when they were not necessary. 
Today an operation is a treatment, a therapy of 
last resort—not of first resort, as it was years 
ago. Just think what that means to the public. 


Judge Stephens and I once estimated, on a trip 
we made together, that something like three hun- 
dred thousand unnecessary operations had been 
hindered in two years preceding the time we made 
this calculation. Think of it! A loose calcula- 
tion it was, but it was approximately correct. We 
know that damage is done in any operation, and 
especially an unnecessary one. 


Another consequence has been that the surgeon 
has come closer to the internal medicine man. 
There is more consultation by thirty, forty and 
fifty percent, all through hospitals, all over the 
land. That means a great deal in the way of 
fulfilling the responsibility to the public, 

Then again, not only are these consultations 
becoming more frequent, but they are bringing 
the medical profession together. You have a more 
fraternal profession today than you had eight or 
ten years ago. They have lost their cliquish spirit. 
Groups cooperate with groups. There are very 
few men now who won’t meet with other men, 
who won’t consult with other men, on their cases. 
It means necessarily that they are growing in 
knowledge and in experience. They are impart- 
ing to one another the knowledge that should be 
common property, that is common property in a 


sense, but is not always communicated in local- 


groups or hospitals or communities, targe or small. 

And we can get innumerable other results. Sur- 
gery is better, not only because of eliminating so 
much unnecessary surgery, but it is more careful 
and more skilful, because the operating room is 
now an open shop, in the fullest and best sense 
of that word. Any man is welcome to go in when 
others are operating. He is not looked upon with 
suspicion. He is not looked upon as a spy. He 
is welcomed and even talked to and consulted dur- 
ing the operation today, when formerly he would 
not dare to go into the operating room. This is 
becoming general all through the country. Again 
you see a source of tremendous growth in knowl- 
edge and skill. 

Nursing is better, inevitably, because of greater 
care in the follow up, or in the progress notes; 
and in the nurses’ notations from day to day, they 
are away and way better and more clear and in- 
telligent than heretofore. The medical man is get- 
ting more from the nurse today than he ever got 
before. The nurse is being more careful, and is 
being more specific in her notes on the margin, 
which help the doctor to understand what has tak- 
en place in regard to a patient during his absence. 

And again, autopsies are growing. A very emi- 
nent superintendent of a hospital has said, and I 
think with a great deal of truth, that the scientific 
measure of a hospital can be put down as almost 
absolute on the basis of the increase in the num- 
ber of autopsies secured from month to month and 
year to year. Now, just think of that! Why are 
there not more autopsies secured? Because the 
medical staff and the. superintendents and the 
hurses and all the people in the hospital do not 
fully appreciate their value. Because they do not 
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realize that the knowledge gained at autopsy is 
generally a very final bit of knowledge. It is a 
check up of operation, of diagnosis, of treatment. 

Therefore, I would say to those representing 
hospitals in these two states, New Mexico and 
Arizona, let it be your leading purpose, or one of 
the leading purposes perhaps I had better say, to 
increase the number of autopsies. We know they 
are hard to get, We know the peopie are afraid 
and object. We know that embalmers are opposed 
to them. We know there is a sentimentality in 
relatives and friends in regard to what they call 
‘desecrating the body after death,’ but if you have 
pathologists and scientific men, we all know that 
an autopsy can be performed in the most cases 
without any serious disfigurement, and without any 
serious hindrance to the embalmer, and every- 
body knows that a careful and genu:ne scientific 
report of the findings of an autopsy is the most 
valuable information that can be gained, in all 
probability. But they must be used; all of those 
things must be used. They must be used at the 
staff meetings. They must be used to instruct 
the staff, and the staff must be big enough and 
brave enough to face those facts discovered at 
autopsy. They must be big enough and brave 
enough individually, and as a staff, to admit that 
they have all failed, that this, that or the other 
individual has failed in his diagnosis; that there 
was something wanting; that all the tests neces- 
sary were not made, and that the correct scientific 
reasoning was not manifested, was not used, in 
handling the facts that were put down in the 
record. 


Now this is not only what the College of Surgeons 
wants, and what every scientific man wants, and 
what you all know is good, practical, up-to-date 
practice, but, ladies and gentlemen, it is a great 
responsibility, a moral responsibility, a conscien- 
tious responsibility, which you owe to the public, 
because the public is the potential patient of your 
hospitals, and until you fulfill that responsibility 
as near to ohe hundred percent as you can, as 
your knowledge enables you to, you are falling 
short. You know that. We all know that. Every- 
body knows it, 

The one question is, “Are you conducting your 
hospitals on that basis?” Are you calling before 
your monthly staff meetings the work done, and 
estimating it? O, I. wish it were possible to es- 
tablish a judge and jury system in the hospitals. 
I wish you could select some absolutely impartial, 
highly trained, practical man, who had no interests 
involved, who could sit in at your staff meetings 
and say to you, “Gentlemen, look out! You are 
whitewashing. You are slipping over things. 
There are many things in your records that you 
are not bringing out. There is too much conceit; 
too much petty consideration of feelings. There 
is too much personal antagonism. That is not 
what we are after here. What we are after is 
the facts as to what you have been doing during 
the last month in regard to every patient that 
has been here.” And if you have a records com- 
mittee that functions properly, that is devoted, 
that loves its profession, and loves the hospital, 
and wants to be fair to the public, you will get 
enough records at each monthly meeting—six, eight 
or ten—to be a fair index, an honest index, of the 
work that has been done during that past month 
in regard to all your patients. 

And it is only thus that a hospital, through its 
surgeons, its medical men, its nurses, can fulfill 
this genuine duty to the public. That is the meas- 
ure of the responsibility to the public.” 

At this time the meeting was turned 
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into a Round Table Conference, with the 
following program: 
Round Table Conference, Conducted by Win- 
fred Wylie, M. D., Phoenix. 
Extension of Privileges to Practice in the 
Hospital. 

(a) Should all doctors be entitled to 
hospital privileges without ques- 
tion on the part of the authori- 
ties? 


(b) If not, what is the proper proce- 
dure to adopt in extending privi- 
leges to doctors to practice in the 
hospital? 

(c) What is the best means of pre- 


venting unnecessary and incompe- 
tent surgery ? 
John E. Bacon, M. D., Miami, Chief Sur- 
geon, Miami Inspiration Hospital. 
Discussion opened by Willard Smith, M. 
D., Phoenix, Attending Surgeon, St. Joseph’s 
Hospital. . 


Consultations— 
(a) How can we stimulate more con- 
sultations? 
(b) What is the best method of re- 


questing and recording consulta- 
tions? 
George E. Goodrich, M. D., Phoenix, 
Attending Surgeon, St. Joseph’s Hos- 
pital. 

Discussion opened by Victor M. Gore, M. 
D., Tucson, Chief of Staff, Arizona Hospital 
and Sanitarium. 

Organization of Ophthalmological 
Oto - Laryngological 
General Hospitals. 
Standardization of (a) equipment, (b) 
supplies, (c) procedure. 

Ancil Martin, M. D., Phoenix, Attend- 
ing Surgeon, St. Joseph’s Hospital. 
Discussion opened by Monte C. Comer, 
M. D., Tucson, Attending Surgeon, Thomas- 

Davis Clinic. 

Laboratory Service— 

(a) The best methods of providing 
laboratory service in small hos- 
pitals? 


and 
Departments in 


(b) What supervision should there be 
over the laboratory when there 
is no clinical pathologist avail- 
able? 

(c) Should a laboratory be self sup- 
porting? 

(d) What system of charges is best 
to adopt? 


H. P. Mills, M. D., Phoenix. 
Discussion opened by J. I. Butler, M. D., 
Tucson, Chief Surgeon Parker Hospital. 
(Note: Papers and discussions of this 
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Conference are published elsewhere in this 
issue of this journal.) 


This concluded the program for the af- 
ternoon, and, after various announcements 
had been made, adjournment was had. 


At 8:00 p. m., at the New High School 
Auditorium, a community health meeting 
was held, where Dr. Martin, Dr. Crile, Dr. 
Craig and Father Moulinier spoke. 


On Tuesday morning, February 2, 1926, 
at 8:30, a clinical program was held at St, 
Mary’s Hospital, as follows: 


Bishop Daniel J. Gercke made the address 
of welcome. 
Dr. M. C. Comer— 


Four Tonsillectomies, Sluder Method. 
Dr. W. G. Shultz— 
Cystoscopy. Demonstration of Urinary 
Bladder Polyps. 
Dr. P. B. Newcomb— 


(a) Demonstration of gross pathologi- 
cal specimens. 
(b) Blood cell volume index in Pul- 
monary Tuberculosis. 
Dr. George W. Crile— 
Dry Clinic—Goitre. 


At 11:30 a. m., Dr. George W. Crile spoke 
on “Newer Surgical Technique.” 


At 2:00 p. m., the meeting was called to 
order by Dr. Victor M. Gore, Tucson, who 
introduced Mr. Luther G. Reynolds, Super- 
intendent’ of the - Hospital 
of Southern California. Mr. Reynolds spoke 
briefly upon the good accomplished by the 
standardization program of the American 
College of Surgeons. 


Dr. Crile then spoke upon, “Liver Func- 
tion and its Relation to Operations on the 
Gall Bladder and Ducts.” 


Dr. Bernard L. Wyatt, Tucson, read a pa- 
per on “Special Architectural Features of 
the Desert Sanatorium, Tucson,” which ap- 
pears elsewhere in this issue of this jour- 
nal. 


“Electrocardiography and Its Surgical 
Application,” was discussed by Dr. Hugh 
W. Crouse, El Paso, with a lantern demon- 
straton by Mr. Wallach. 


In the business meeting of this Confer- 
ence the request of the Fellows of the Col- 
lege residing in El] Paso, to be included in 
the district comprising Arizona and New 
Mexico, was presented and discussed, and 
assurance given that this request would be 
granted, and the District Conference of 
next year cover the same geographical ter- 
ritory as the Medical & Surgical Associa- 
tion of the Southwest includes. 
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I 


EXTENSION OF PRIVILEGES TO PRAC- 


-. _.. TICE IN THE HOSPITAL: 

‘-(1) Should All Doctors Be Entitled to 
Hospital Privileges Without Question on the 
Part of the Authorities? 


(2) If Not, What is the Proper Pro- 
cedure to Adopt in Extending Privileges 
to Doctors to Practice in the Hospital? 

_ (3) . What Is the Best Means of Pre- 
venting Unnecessary and Incompetent Sur- 
gery? 

JOHN E. BACON, M. D., Miami, Chief 
Surgeon Miami-Inspiration Hospital. 

As I have had the privilege and the pleas- 
ure to sit here and listen to Dr. Martin and 
Father Moulinier today, my memory has 
gone back to the first meeting of the Am- 
erican College of Surgeons. I put Dr. Mar- 
tin down at that time as a fundamental- 
ist. Father Moulinier is also a funda- 
mentalist, medically and otherwise. I never 
miss a chance to hear these gentlemen 
speak, whatever the occasion may be. 

Our question has been stated by the 
chairman. The first division is, “Should 
all doctors be entitled to hospital privi- 
leges, without question on the part of the 
authorities ?” 

In other words, shall any doctor in a com- 
munity be privileged to bring a patient 
into any hospital in the community, and 
do as he pleases with that patient, without 
question on the part of the hospital au- 
thorities ? ‘ 

I must confess to you that my reaction 
to that question, when I first read it, re- 
minds me of one of the characteristics of 
our President Coolidge, which I read of a 
short time ago. The President had been 
to church, and he went alone, because Mrs. 
Coolidge seemed indisposed, and when he 
came back, she said: “Was the sermon 
good?” “Yes.” “What did the minister 
talk about?” “Sin.” “What did he say?” 
“He was against it.” 

When a patient is taken to the hospital, 
he believes that he is going to get good 
hursing care, based on some scientific 
treatment. That is what the hospital really 
means to the patient. That is the confi- 
dence he has in the hospital. The trustee 
wants the reputation of his hospital to be 
the -best it can be, based on that same idea. 






HOSPITAL ORGANIZATION 
WINFRED- WyLIE, M. D., F. A. C. S. 


PHOENIX, ARIZONA 
Presiding. 


The staff wants the hospital’s reputation 
to be good for their own interests and their 
own reputations. We are told by medical 
authorities that ought to know that there 
are probably forty thousand physicians in 
the United States who are not capable of 
rendering even average service in diagno- 
sis and treatment. A vast majority of 
these are the relics of a by-gone system. 
The state of Missouri had forty-one medi- 
cal schools, and today they have three. 
Out of deference to Dr. Martin, I won’t tell 
you how many the state of Illinois had. 


Then there are a lot of misfits, men who 
were not endowed at birth with sufficient 
capacity to become a good doctor, even with 
best opportunities and best training. And 
then a few there are who are commercial- 
ists by preference and by training. They 
bring great discredit upon the whole pro- 
fession. 

So, to my mind, the answer to the first 
division of the question is “No, we cannot 
admit all doctors to practice without ques- 
tion on the part of the authorities.” 

The second part of the question is, “If 
not, what is the proper procedure to adopt 
in extending privileges to doctors to prac- 
tice in the hospitals?” This furnishes an 
opportunity for a lengthy discussion, be- 
cause there are a great many angles and 
sides to this question, but I think it would 
be best to come at once to the cardinal 
principles which I think should govern, and 
first of all is this: I think the staff, the 
medical men, should have charge of the 
formulating of rules and regulations, and 
the actual authority to grant permission to 
practice in any given institution, because 
the lay person is a bad judge of doctors. 
A lay person will make up his mind about 
a doctor from the doctor’s speech, or some 
personal trait or habit of the doctor, with- 
out knowing a thing about his true quali- 
fications. It follows, then, that the staff 
should be the judge of who shall practice 
in a hospital, and here we have lack of ac- 
curate information. We hava personal 
prejudice which enters in in many cases to 
color sound judgment, but, after all, it is 
the best method we have as yet. The rou- 
tine is familiar to you. If the staff is to 
be the judge, they will adopt certain rules 
and regulations. The applicant is expected 
to sign an application, stating his birth and 
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age and place graduated, and interneships, 
and post graduate study, and if the staff 
is satisfied, the applicant should be permit- 
ted to practice. It has occurred to me that 
it might be well to make the permission to 
practice conditional, or provisional, so that 
if the record shows after a _ reasonable 
length of time, that his work is not up to 
standard, a man may be dropped in a less 
obtrusive manner than if full permission 
is given at once. 


As has been said so beautifully by Fath- 
er Moulinier, the record shows the worth 
of any man with an accuracy unheard of 
a few years ago. An analysis of the record, 
and especially the follow-up feature of the 
recorrd, should determine the capabilities 
of any man in any institution sooner or 
later. 


Another thing that I believe should be 
striven for by all of us is a closer coopera- 
tion between the professional staff and the 
trustees, to make a fuller use of what the 
records reveal, and to detail it without con- 
sideration for the feelings of any of us 
that may be involved. 

The third section of the question is, 
“What is the best means of preventing un- 
necessary and incompetent surgery?” 


To my mind, it would take the wisdom 
of the ancient King Solomon to answer that 
question, and about all the authority that 
that absolute monarch had to get any re- 
sults. Since men have found that they 
could open the cavities of the body and sew 
them up again and get the patient out of 
bed, they have been operating. There is a 
class of surgeons, although I believe their 
number is growing smaller and smaller as 
the years go by, but there is still quite a 
number of them, who honestly. believe there 
is a surgical remedy for every disease, that 
it is the dominant word in the cure of dis- 
ease, and they seem to be unimpressed by 
the great mass of evidence to tne contrary. 
How to reach these men is a good deal of 
a problem, and I do not believe it has been 
solved, but I believe the follow-up record, 
which receives less stress than any other 
part of the hospital record, is helping to 
solve it. The condition of the patient years 
after treatment, and years after the opera- 
tion, rather than the immediate results, 
should govern. 

And another thought that has occurred 
to me in this connection is that the follow- 
up records should be the functon of the hos- 
pital, or an official of the hospital, rather 
than to depend upon the follow-up record 
as obtained by the surgeon himself. 

For the present, I do not know, and can- 
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not think of any better method than to be- 
gin upon the analyis of the record and the 
follow-up record, and in time I believe there 
is hope, and much hope. These men will 
all be dead, and in their stead will come 
a new generation of medical men, with bet- 
ter medical education—the four years of 
medical training, the fifth hospital year— 
and I think we cannot stress too strongly 
the fifth year work. When that day comes, 
we will have better surgery than we have 
ever had. I cannot speak too strongly of 
the great educational program of the Am- 
erican Medical Association, which began to 
function some ten or fifteen years ago, un- 
der the chairmanship of Dr. Bell of Chi- 
cago, in the closing and merging of these 
inferior medical schools, and I believe that 
generations of young Americans will rise 
up and bless the founders of that organiza- 
tion, but no more than those of us who 
know what they did and are doing. And I 
want to say that those men, Dr. Martin, 
John B. Murphy, Dr. Ochsner and Dr. Crile, 
builded much better than even they them. 
selves know. 
DISCUSSION 

DR. WILLARD SMITH, Phoenix, Attend- 
ing Surgeon, St. Joseph’s Hospital, Phoenix. 

I will try to express my opinions, in an- 
swer to each question, in as few words as 
possible. 

(A) “We hold these truths to be self- 
evident: That all men are created equal.” 

Some of you may recognize the source of 
that quotation. Time and experience have 
proved it to be false. It has also proved 
that a government founded upon it is far 
from perfect. Adherence to that tenet is 
sure to cause continued confusion and strife 
in a hospital, as it would if applied to the 
management of an army. Why lie about 
it? We are doctors and are supposed to 
know something about the laws of Nature. 
The cells of which we are made are all dif- 
ferent. For instance; the difference in cell 
resistance to radiation is accepted as the 
basis of a system of therapy. The differ- 
ence in men who are merely agglomerations 
of differing cells is equally as great. No 
matter what we may rule, the fact is that 
some few men are so endowed as to make 
them competent and hence leaders. Others 
slip in by deception, but they don’t last. 
The remainder forms the tail of the comet. 

Why not accept the evident intention of 
Nature? This means that, while the rank 
and file of the profession is the medium 
through which hospital cases usually come, 
they are not the men to whom should be 
entrusted the reputation of the hospital or 
the welfare of such patients as need the 
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special facilities of hospital service. The 
answer to (A) is NO. 

(B) The answer to this question flows 
logically from the answer to the first one. 
In practice, it has already answered itself. 
The leaders are at the top. As they retire 
or die, new leaders must rise from the 
ranks. The hospital authorities have but 
one duty in filling such vacancies. They 
should be influenced only by proved ability 
and not by favoritism or policy. This, un- 
fortunately, is not the universal experience. 

In answering the third question I hope 
to suggest a method which would at least 
help to enable the hospital authorities to 
make a wise choice. The American College 
of Surgeons has begun a system which is 
a step in the right direction, but it has 
thus far been hampered by politics—by a 
fear of becoming unpopular on account of 
a rigid adherence to exact truth. 


(C) The daily papers publish weather 
reports and even weather prophecies. They 
publish vital statistics and notices of births 
and deaths, and I have even noticed items 
relative to individuals having undergone 
operations. But they stop too soon. They 
haven’t all the facts and they don’t dare 
state all the facts they have. 

There is a law of “privileged communi- 
cations” which stands between what may 
be published and the real facts. Justice 
cannot be rendered to doctors when they 
dare not reveal the real facts which deter- 
mine the outcome of their work: Abrogate 
that barrier and the public will very soon 
draw its own conclusions and the hospital 
authorities will then have no difficulty in 
finding out “who’s who.” Make it legally 
safe for all doctors to tell the truth and 
then make it legally obligatory for them 
to do so, and then let “Nature take its 
course.” Obituaries which contain facts 
and not a lot of sentimental twaddle would 
soon eliminate the unnecessary and incom- 
petent surgery. 

If each surgeon were required to sign his 
incisions by tattooing his name and the 
dae alongside the wound at the operation, 
better work would be done. No man would 
like to sign his name to a poor job. 

II 


CONSULTATIONS 
(1) How Can We Stimulate More Con- 
sultations? 
(2) What Is the Best Method of Re- 
questing and Recording Consultations? 
GEORGE E. GOODRICH, M. D., Attend- 
ing Surgeon, St. Joseph’s and Arizona 
Deaconess Hospitals, Phoenix, Ariz. 
In dealing with the subject of consulta- 
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tions in this paper, I have attempted to dis- 
cuss the matter only as it affects men in 
localities such as ours. We are a relative- 
ly isolated community, and our principle 
forms of consultations are those carried on 
at the bedside in the home or hospital by 
men who are doing relatively the same sort 
of work. Almost never is a specialist from 
outside called into a case, and but rarely 
is a case sent outside to a specialist. In 
consequence, there are certain problems in 
the holding of consultations that do not ap- 
pear in this locality. 

Before discussing means for stimulating 
consultations, it is well to have an under- 
standing regarding the purpose of consul- 
tations. Consultations in the medical pro- 
fession are similar to a seminar in any 
school of science. They are the means by 
which a problem is approached from dif- 
ferent angles of information and experience 
in an effort to arrive at an intelligent solu- 
tion. Merely think of the difference in 
experience in any two well trained medical 
men, and it is quite apparent that they will 
not attack the problem from the same point 
of view. Add to this difference a possible 
one in training and a difference in the spe- 
cial line of interests followed, and it is 
easily seen how the fund of information 
will change, and in consequence the varied 
facts which will be brought to bear upon 
the case. In order to adequately discuss 
means of stimulating consultations, it is 
important to consider the reasons for call- 
ing them. 

The principle reasons for calling consulta- 
tions are four: 

1. The desire to secure more informa- 
tion to aid in diagnosis and treatment. 

2. To determine the need for operating. 

3. The desire on the part of the attend- 
ing physician to share the responsibility in 
grave cases. 

4. To justify the judgment of the at- 
tending physician in incurable cases. 

Keeping the purpose and reasons for call- 
ing consultations in mind, methods of stim- 
ulating them readily present themselves. 

This question of stimulating consultations 
is a matter, primarily, of giving more pub- 
licity to the medical profession of the pur- 
pose and desirability of consultations and 
of the conditions under which they are car- 
ried on most advantageouslv. Some of the 
following points might well be emphasized 
in any community where their value is not 
a well established fact. 

Medical men must recognize more clearly 
that if consultations are to be stimulated, 
the professional viewpoint must predomi- 
nate and all that is personal and savors of 
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jeolousy must be put aside. The consultant 
must be called not because he is a 
friend, though he may be that, but be- 
cause he has the ability to augment and ex- 
tend the facts bearing upon the case. 


To bring about more consultations of the 
right sort necessitates encouraging profes- 
sional comradeship and common scientific 
interest. Much of the excellent and im- 
portant research has come apout because 


more than one person has become interest-: 


ed in a problem and they have consulted 
together regarding it. Common scientific 
interest is just as important in stimulating 
the solution of pressing medical problems 
as individual study. In fact, it is frequent- 
ly the precursor of intensified study on the 
part of the individual medical man as well 
as the forerunner of general interest and 
study of a problem. In other words, the 
result of consultations is of benefit in two 
ways: to the patient and to the attending 
physicians. 


Scientific interest has been continually 
fostered and encouraged by our medical so- 
cieties and hospital staffs. The idea, then, 
that needs discussion, as I have said be- 
fore, is the encouraging of professional 
spirit or comradeship. 


I do not believe it will ever be within the 
realm of possibility to change human na- 
ture. There is bound to exist a certain 
amount of professional avarice and jealousy 
in the medical world as in any walk of life. 
Then, too, the struggle for existence is in 
many instances the determining factor in 
man’s action. There are, however, errors 
in the relations of the attending physician 
and consultant which, if corrected, would 
greatly mitigate the chances of unfairness 
or injustice to both, and would stimulate 
consultations. 


First, the attending physician should give 
the consultant an accurate history of the 
case, the physical and laboratory findings, 
its progress, and the course of treatment. 
If he has made a careful physical examina- 
tion and study of his patient, he need have 
no fear in entering a consultation. In small 
communities the doctor may not have all 
the laboratory facilities, but this should not 
redound to his detriment if he has. used all 
his knowledge in the diagnosis and treat- 
ment of his patient. If the patient is sent 
to a distant city, a written report including 
a comlpete history of the case, physical 
findings, progress, and ‘treatment should 
accompany him. 

Second, the consultant should in every 
way protect the attending physician. The 


position of the consultant after he has made 


. 
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the examination and is ready to express his 
opinion is not a matter of entire agree- 
ment. There seem to be two extremes be- 
tween which there is a variety of practice. 
One is the method by which the consultant 
expresses his entire opinion whether of 
agreement or disagreement, directly before 
the family. The other is his refusal to 
rake any statement except through the at- 
tending physician. The latter method does, 
of course, protect the standing of the at- 
tending physician with the family in in- 
stances where there is disagreement con- 
cerning the nature or treatment of the case. 
On the other hand, in this day and age 
when the layman is more or less educated 
in medical subjects, we are taking them 
more into our discussion, and it is probable 
that in many cases free discussion and ad- 
vice with some member of the family is a 
desirable method. Certain it is that no 
statement or discussion of the case should 
take place before patient or friends except 
in the presence of all the pnysicians at- 
tending and by their common consent. 
To summarize this relation of consultant 
and attending physician, we may quote Dr. 
Julius H. Comroe who says that in consul- 
tations “it is to be expected that the at- 
tending physician be accorded full and im- 
partial credit for what he has done, and 
that nothing be done or said, either direct- 
ly or indirectly, or by inference, that will 
subtract from or minimize his fitness.” 


A further means of stimulating consulta- 
tions through professional comradeship is 
by particular protection of the young medi- 
cal man who, due to his inexperience and 
lack of self-confidence, is very much more 
prone than the older man, to desire con- 
sultation, or to have a request for consulta- 
tion from the family. The consultant 
should be particularly careful that he does 
not, by any word or action, give the im- 
pression to the family that the doctor, due 
to his age and inexperience, is incompetent 
to handle the case. The right attitude of 
the consultant in this type of consultation 
would tend to keep these men from drifting 
away from the practice of requesting them. 

Still another question involved in this 
matter of stimulating consultations is that 
of whether we are getting the best results 
from consultations in group practice where 
the men within the group are always called, 
or whether it is better to go without the 
group because of more varied interest and 
experience. : 

There is some difficulty in stating spe- 
cifically what the best methods’ of request- 
ing corsultations should be, since the per- 
sonnel of cases may frequently alter the 
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situation. However, there are certain ques- 
tions which should be raised with reference 
to good procedure. 


The desire for the consultant can be ex- 
pressed either by the members of the fam- 
ily or by the physician. The consultant 
should not hold his consultation without 
the presence of the attending physician. 


It seems agreed that the consultant 
should be engaged by the attending physi- 
cian either at his suggestion or at the re- 
quest of the family. 


As has been indicated in the discussion 
of stimulating consultations, the request 
for a consultant should not be on a basis of 
friendship—a very general method unfortu- 
natelv, because it affords protection—but 
should be instead on the basis of the active 
result that can be secured. 

The matter of recording consultations is 
comparatively simple. Outside of hospitals, 
the consultants should be induced to make 
a record of their ovinions and recommenda- 
tions. All consultations held in the hos- 
pital should be recorded either at the time 
of holding the consultation. or as soon as 
it is over, a complete record of the con- 
sultant’s findings and recommendations 
should be given to the statistician of the 
hospital, and signed, and made a part of 
the permanent record of the case. 


It seems quite evident from the fore- 
going discussion that the principle way that 
the requesting of consultations can be stim- 
ulated is by prompting a better professional 
feeling among medical men. This can be 
accomplished by a definite effort to make 
clear to the medical profession the purpose 
of consultations and the value which they 
rav be to the cases at hand through the 
added thought and experience which they 
bring. and by an effort to correct the er- 
rors to which consultations are prone, and 
which prevent the more frequent request- 
ing of them on the part of the attending 
physician. 

DISCUSSION 

DR. VICTOR M. GORE, Tucson, Chief of 
Staff, Tucson General Hospital. 

I have very little to add to what Dr. 
Goodrich has said. Personally I believe in 
consultations, many of them, and notice 
that in the last few years, our patients are 
much more receptive, and, in fact, are de- 
Manding consultations with a greater fre- 
quency. In fact, it is a verv unusual thing 
howadays to find a patient who is not very 
glad, and whose family is not very glad, 
that a consultation be had, as it is very 
well known that medical knowledge has got- 
ten so wide that it is very easy for any 
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one of us to overlook any little thing that 
might concern the welfare of the patient, 
and, after all, what we are concerned in, 
is getting people well. In charity cases, we 
find now that all men are willing to see 
the cases and to give them attention with 
the same willingness as they give to those 
who pay fees. 

In having consultations, I find it is a 
very wise way to keep away from these 
‘agree-ers.’ We have them in the medical 
profession as we do in politics and in other 
things—the fellow who always agrees. I 
want a man’s honest opinion, and I think 
we all do, and I see no reason whatever why 
the patient, or some responsible member of 
his family, should not know what the con- 
sultant has to say about the patient. I 
think we are getting further and further 
away from all secrecy. We ought to be 
willing to lay our cards down on the table, 
and should be willing in our own work for 
any consultant to come in and say to the 
patient’s family what his opinion is, and 
put it up with ours. I see no reason for 
any secrecy about that thing whatever. I 
think that no major undertaking, either 
in medicine or surgery, should be taken 
without consultation, as it is not fair to 
the patient for one man alone to bear the 
responsibility of subjecting a patient to a 
hazardous undertaking without counsel. It 
does not make any difference, particularly, 
what the condition is. Frequently it is a 
surgical case, and an internist can give a 
great deal of light. Sometimes a great deal 
can be gained by waiting just a little time. 
I was present at a consultation just a few 
days ago. It seemed that it was very im- 
portant that an operation be performed 
right away. The father of the patient, who 
was a little child, requested that we wait 
until morning, a few hours more. There 
was a great change. The child has not 
been operated yet and is now well on the 
way to recovery, which illustrates to me 
that after all, our knowledge is rather a 
small thing. We cannot be too sure as to 
what is the proper procedure. 


III. 

ORGANIZATION OF OPHTHALMOLOGI- 

CAL AND OTO-LARYNGOLOGICAL DE- 

PARTMENTS IN GENERAL HOSPITALS 

Standardization of (a) Equipment, (b) 
Supplies, (c) Procedure. 

ANCIL MARTIN, M. D., Attending Sur- 
geon, St. Joseph’s Hospital, Phoenix, Ariz. 
(Presented by Dr. Wm. A. Schwartz.) 

These are Dr. Martin’s notes which I will 
read to you, he being unable to be here. 
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This. brief paper attempts to cover the 
questions involved in this general subject: 

First. Lack of Well Organized Depart- 
ments. 


All of us specializing in eye, ear, nose 
and throat have often felt hindered in our 
work by the lack of well organized and 
equipped Ophthalmological and Oto-Laryn- 
gological Departments in our general hos- 
pitals. 

In the average hospital, these depart- 
ments are usually hidden away in some in- 
significant part of the building, and the 
nurses and resident physicians know lit- 
tle, and care less about it. No doubt most 
of us have longed for a special hospital de- 
voted to our specialty only, where our cases 
would be of prime importance, and receive 
the proper attention, consideration and 
care. 

The reason for this attitude towards our 

specialty is self-evident. It is due to the 
lack of training which our nurses receive in 
this specialty. I understand m some gen- 
eral hospitals the nurses only have a couple 
of lectures in eye, ear, nose and throat. 
Our medical schools also devote very little 
time to the specialty. Surgery and internal 
medicine, naturally, overshadow everything 
else. : 
Therefore, the patient is often neglected. 
His treatment is not properly administered, 
and simple post-operative mistakes ‘are 
made, due to ignorance, which are often of 
dire consequence to the patient. 

This is all indirectly blamed on the doc- 
tor, and results in a loss of prestige and a 
falling off of his practice, while the hospital 
loses in the long run, for people soon get 
wise and go elsewhere. 


In organizing the Ophthalmological and 
Oto-laryngological Department of a hos- 
pital, only well qualified men of high stand- 
ing in the specialty should be selected to 
be in charge. When new men are taken 
in, they should operate before a committee 
of the old staff before being accepted. 

Nurses should receive an adequate series 
of lectures in eye, ear, nose and throat, and 
enough practical experience in order to be 
able to handle any type of case. The hos- 
pital should keep on its roster for private 
duty, the names of a sufficient number of 
graduate nurses, who have had _ special 
training in this work. 

There should be a special operating room 
used only for eye cases. It should be 
equipped with a table, which can be ad- 
justed to any height. The room should 
have many windows or a sky light, so that 
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adequate daylight can be procured. Sev- 
eral good high-powered electrice spot lights 
should be handy. Preferably there should 
also be a special operating room for ear, 
nose and throat cases, but these can be han- 
dled in the general operating room, if nec- 
essary. 

Every general hospital should have a 
dark room, fully equipped with proper 
lights, slit lamp, etc., and a complete set 
of Snellens visual charts for examination 
of eye cases. A special room, containing 
proper facilities for nose, throat and ear 
case examinations should also be provided. 


The department should have its proper 
quota of desirable private, and semi-private 
rooms. Clinic patients are to be investi- 
gated by a Social Service department, and 
only those who cannot pay anything should 
receive free treatment. 


Everything should be done to facilitate 
consultations on our cases, both by other 
members of our staff, and those of our hos- 
pitals. 

We should see that a duplicate copy of 
our history—special examination and di- 
agnosis—is placed on the patient’s record 
in the hospital. When a general anesthetic 
is given, there should be a record on the 
chart, as to examination of heart and lungs, 
and also an urinalysis. 

The laboratory must be able to give an 
immediate report on smears in conjunc- 
tivitis, etc., and the doctor in charge 
should have had special instruction in the 
pathology of the eye, being able to prop- 
erly section and mount eye specimens. 

The doctor in charge of the x-ray depart- 
ment must have received special training 
in localization of foreign bodies and in the 
interpretation of sinus and mastoid plates, 
etc. 

Second: Result of Having a Well Organ- 
ized Department. If our department is 
properly equipped, as outlined above and 
the proper co-operation is secured from our 
nurses and resident physicians, we shall 
be able to render first class service, and 
under such conditions, our patients will not 
flock to the larger medical centers for eye, 
ear, nose and throat attention. 

DISCUSSION 

DR. M. C. COMER, Tucson. I have not 
much to say in addition to what Dr. 
Schwartz has read, but we have, I think, 
a real need for a department of this kind in 
our general hospitals. For many years I 
have felt the need for a hospital either of 
my own, or a hospital wherein we had a de- 
partment of this kind. We should have 
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standard equipment, so that every man 
working in there should have his special 
equipment. The nurses should have more 
training along these lines. They should be 
trained in assisting the specialist in his 
cases, and caring for his instruments, for 
they do take a little different care from 
those of a general surgeon. They are moré 
delicate, and should have different care in 
sterilizing and in cleaning them up after. 
I think that is all I have to say. 


IV. 
LABORATORY SERVICE 


(a) The Best Methods of Providing Lab- 
oratory Service in Small Hospitals. 

(b) What Supervision Should There Be 
Over the Laboratory When There Is No 
Clinical Pathologist Available. 

(c) Should a Laboratory Be Self Sup- 
porting? 

(d) What System of Charges Is Best to 
Adopt? 

H. P. MILLS, M. D., Phoenix, Ariz. 
Pathologist, St. Joseph’s Hospital, and The 
Arizona Deaconess Hospital. 

The American College of Surgeons has, 
for many years, recognized the vital im- 
portance of the clinical laboratory in the 
facilities furnished by a modern hospital 
for the diagnosis and treatment of those 
‘admitted to its care. The College has main- 
tained as one requirement of those hospitals 
meeting the “Minimum Standard” that 
there be available a “clinical laboratory pro- 
viding chemical, bacteriological, serologi- 
cal and pathological services.” 

This department has won its way to a 
place of major importance in our hospitals, 
not only in the eyes of the profession, but 
its value is being recognized by the laity, 
and the question of relative completeness of 
laboratory equipment and ability to ren- 
der this service are being considered in ex- 
pressing a preference for one hospital over 
another. So that, now, instead of hos- 
pitals endeavoring simply to come up to a 
requirement, they are making diligent ef- 
fort to meet this demand. 

The difficulties in the way of providing 
adequate laboratory service in smaller hos- 
pitals have been very real and constitute 
a serious problem, both in the matter of 
financing and securing efficient supervi- 
sion. 

The laboratory should be located in the 
hospital, and should belong to and be rec- 
ognized as a part of the hospital’s equip- 
ment. Even though a reliable private lab- 
oratory be located conveniently for caring 
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for this service, it cannot take the place of 
one in the hospital itself. Located in the 
hospital, it tends to bring into closer con- 
junction the laboratory examinations and 
the clinical work of the institution, and this 
closer association leads to a larger use of 
the laboratory by the clinician in helping 
to solve his diagnostic problems. No mat- 
ter if some of the more technically diffi- 
cult examinations are sent outside, the hos- 
pital laboratory itself should be convenient- 
ly located in the main hospital building. 
The equipment should belong to the hos- 
pital and should be selected after consulta- 
tion with the clinical pathologist who will 
have supervision of the laboratory, in or- 
der that only practical and usable equip- 
ment will be secured. It frequently hap- 
pens that a laboratory equipment for the 
hospital is bought on the suggestion of a 
salesman, or by simply endorsing a list of 
articles submitted by a laboratory supply 
house, and, as a result, the hospital is like- 
ly to acquire many articles of expensive ap- 
paratus that are non-essential. 


A technician who is capable of carrying 
out ordinary laboratory procedures is one 
of the first essentials. Usually a young 
woman is best adapted to this work, as she 
will likely be more expert technically and 
more permanent than a man. A young 
man who is studying medicine may occasion- 
ally be available, but he is usuaiiy more in- 
terested in the clinical work of the hospital, 
and would regard the laboratory work as 
only temporary employment. The employ- 
ment of a capable technician is very essen- 
tial, but should not be a serious difficulty. 
The technician should not be required to 
assume other definite responsibilities con- 
nected with the hospital). as her services 
should be available at all times for emerg- 
ency work coming into the institution. 


The work of the laboratory should be 
done under the supervision and direction of 
a graduate in medicine and he should be an 
experienced clinical pathologist, if such a 
man is available. A full time pathologist 
may be desirable but is not essential and, 
for a small hospital, adds an unnecessary fi- 
nancial burden. With a compezent techni- 
cian, it will be found sufficient if the path- 
ologist make daily visits to the laboratory 
for the purpose of reviewing the work 
done, checking and signing reports, per- 
haps doing much of the bacteriological 
work, and examining and diagnosing tis- 
sues. Even if these visits cannot be made 
oftener than two or three times a week, 
such a plan might be feasible, at least in 
the beginning. 
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If no clinical pathologist is available, 
some member of the hospital staff should 
be designated by the staff to have supervi- 
sion of the laboratory. He should be chos- 
en because of his interest in and knowl- 
edge of clinical pathology and its applica- 
tion to clinical medicine. He will probably 
be chosen from the younger members of 
the staff, but whether young in years or 
not, he should be one who has not passed 
beyond being a student. Supervision of the 
laboratory by a medical graduate is essen- 
tial, for no matter how competent the tech- 
nician, her reports will not be accepted 
with confidence, and with tissue and bac- 
teriological diagnosis, a knowledge of medi- 
cine is a prerequisite. 


Where no clinical pathologist is available, 
and should the member of the staff chosen 
to supervise the laboratory be inexperi- 
enced in tissue diagnosis, blood chemistry, 
etc., much of this work might be sent out 
to a commercial laboratory, as a temporary 
arrangement and not to be resorted to un- 
less unavoidable. Reports can usually be 
obtained by wire a few hours after the 
specimen reaches the laboratory. 


The financial affairs of the hospital lab- 
oratory have probably induced more dis- 
cussion than any other phase of the work, 
and the effort to make this department self 
supporting has called forth definite and 
persistent opposition from the patients and 
physicians, especially the latter. Unless 
the hospital is well cared for financially and 
is creating a surplus above running ex- 
penses, this department should be upon a 
self-supporting basis. Most small hospitals, 
especially those in small communities, are 
struggling under burdens which make it es- 
sential that this department carry its own 
part of the financial responsibilities. 


Just what plan is best for arranging the 
charges for laboratory work will have to be 
decided by each hospital, after considering 
the attitude of the profession of the com- 
munity in general toward this phase of hos- 
pital work. But whatever plan is used, the 
cost eventually falls on the patient. In view 
of the fact that it is of vital interest to 
the hospital in the matter of securing com- 
plete records and statistical data on each 
case, a plan has been developed in many of 
the smaller hospitals by which a small, 
fixed fee is charged each patient admitted, 
this fee to cover such routine laboratory 
work as required by the hospital: this 
usually consists of routine blood counts and 
urinalysis on all patients and tissue diagno- 
sis on surgical cases. Whatever additional 


laboratory examinations are ordered by the 
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physician are charged to the patient at reg- 
ular rates, and all fees are paid directly to 
the hospital. The amount of this basic fee 
for routine laboratory work is usually much 
less than the regular fees for the same 
services, and can be fixed after considering 
the capacity of the hospital and computing 
the overhead expense of the lavoratory de- 
partment. 


The technician should receive a fixed sal- 
ary from the hospital, but as to the best 
plan for providing remuneration for the 
clinical pathologist, there may be diversity 
of opinion. Most small hospitals, at first, 
would probably hesitate at assuming the 
payment of a definite salary to cover the 
services of the pathologist and frequently 
this is taken care of on a percentage basis, 
the pathologist receiving each month, from 
the hospital, a certain proportion of the 
gross receipts from the laboratory depart- 
ment. 


In closing, I wish to make a few remarks 
as to the scope of the work to be under- 
taken by the laboratory of a small hos- 
pital. In addition to the routine work men- 
tioned above, examination of sputum, feces, 
gastric contents, and all ordinary bacteri- 
ological procedures should be carried out. 
But in a hospital of one hundred beds or 
less, it will probably be impractical to do 
Wassermann reactions, this work being 
sent out to a state or commercial labora- 
tory. Blood chemistry tests should be a 
part of the hospital laboratory service. 
The importance of blood chemistry exam- 
inations and their close connection with the 
clinical work of the hospital, make it very 
important that the findings be available 
without delay, such as would occur if speci- 
mens were sent to a distant laboratory. 
The small hospital should be equipped for 
basal metabolism determinations and this 
work may well be done as a part of the 
laboratory service. The pathologist should 
cooperate with and assist the clinicians 
in securing and performing necropsies, and 
see that written reports are made upon the 
gross and microscopic findings. 

A very important factor in efficient lab- 
oratory service is the keeping of complete 
and available records. The reports in detail 
are made a part of each patient’s clinical 
record, but a card file and other records in 
the laboratory department should contain 
sufficient data, so that the more essential 
information may be obtained from these 
records. 

DISCUSSION 

DR. P. B. NEWCOMB, Tucson: I enjoyed 

Dr. Mills’ paper very much indeed, and 
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think he has suggested the ideal very 
beautifully. Whether it can be always car- 
ried out in a small hospital is another mat- 
ter. 


In the first place, in a hospital of under 
one hundred beds, the income is hardly 
ever sufficient to provide sufficient equip- 
ment for tests that should be Gone. There- 
fore, I feel like taking issue = little with 
Dr. Mills in stating that all of the work 
should be done, or the great majority of it 
done, in the hospital itself. 


I have been handling such work here for 
four years, both for St. Mary’s Hospital 
and Tucson General Hospital. Neither hos- 
pital was able financially to put in requisite 
equipment. I had such equipment down 
town. Neither were the hospitals able to 
pay technicians. I had such technicians 
down town. So [ made an arrangement 
with both hospitals here on a certain fee 
basis, which I will discuss a little later, 
and our procedure is about like this: The 
arrangement was made that all routine 
blood, sputum, urine and pathological ex- 
aminations on all surgical cases should be 
made for a minimum price per patient. All 
other tests required were to be made at 
one-half the regular laboratory fee, so long 
as the patient was in the hospital. 


I do not say this arrangement has worked 
perfectly, but it has worked fairly satisfac- 
torily, and with certainly a great saving 
of expense to both hospitals in the matter 
of equipment and technicians. 


We make just as many trips to the hos- 
pitals as necessary. I sometimes make as 
many as four trips in twenty-four hours, 
and I always make one, either myself or 
my head technician. We collect the speci- 
mens from the hospitals and are equipped 
to make certain tests right there, but gen- 
erally everything is taken down town. If 
a doctor is in a hurry, a report is phoned 
to him, but as the doctor is usually down 
town himself by that time, I do not think 
any speed is lost by not having the work 


done right on the premises. 


In this way, I have been able to keep 
higher priced and better technicians than 
either hospital could ever afford. One of 
my men is a graduate of the University of 
Nebraska, Bachelor of Science, majored in 
chemistry, did Wassermanns for the Ne- 
braska State Board of Health for quite a 
period; and the other is an army-trained 
man and very capable. Neither or the hos- 
pitals could have in any way afforded to 
pay the salaries I have to pay these men. 

I hope Dr. Mills will excuse me if I dif- 
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fer a little bit with him. His plan is ideal, 
but it did not happen to be practical in 
Tucson, and we have worried through some 
way for about four years, with the result 
that both hospitals have attained the Class 
A standard of the American College of Sur- 
geons. 


I thoroughly agree with him concerning 
the supervision of all clinical laboratory 
work by a clinical pathologist. I do not 
think anybody will disagree with that. That 
is not ideal; that is eminently essential, 
because clinical pathology today is just as 
much a specialty as eye, ear, nosé and 
throat. 

As to the places where no clinical path- 
ologist is available in the community, Dr. 
Burdick of Denver, offered a_ solution 
of that a couple of years ago to the Ameri- 
can College of Surgeons, at their western 
meeting, rather in the form of a “circuit- 
riding, proposition; that a clinical patholo- 
gist will make regular trips at stated inter- 
vals to the small hospital, and maintain 
some supervision over what laboratory pro- 
visions they have. At one time, while I 
was in the State Hospital work, I did some- 
thing of that myself. There was a general 
hospital in the neighborhood, on rather a 
high plane, but at that time they could not 
obtain a clinical pathologist at the price 
they could afford to pay, and twice a week 
I used to “circuit-ride” to that hospital and 
diagnose all tissue that had been brought 
in during that time, conduct their autopsies, 
and supervise whatever laboratory work 
was to be done. 


I agree wtih Dr. Mills that the ideal fee 
is a small fixed fee for each patient. That 
is the way I have worked it in Tucson. 
The fee for white count, differential and 
urine is $3.00, and for tissue diagnosis 
$2.50. instead of $5.00, and all other tests, 
such as Wassermann, at half price while 
the patient is in the hospital. Now, of that 
amount, the hospital may or may not take 
a certain proportion. If the patient does 
not pay the hospital, the laboratory has to 
grin. and be good natured about it, too. 
If the Sisters or the hospital management 
do not get their payment for food and so 
forth, then the laboratory does not get paid 
for that urinalysis and blood count, and 
that is all there is to say about that. 

In regard to the scope of the work: The 
routine work should include examinations of 
blood, sputum, and urine, and other tests 
as they are necessary. There should al- 
ways be included a white count and a dif- 
ferential. I think the differential is more 
important than the plain white count, espe- 
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cially here in the southwest, where a high 
white count is found rather frequently in 
tuberculosis, but with a lymphocytosis rath- 
er than an excess of polynuclears. So, I 
repeat, the differential is equal in import- 
ance, or even of greater importance, than 
the simple numerical white count. There 
is no question about that. 


In case I do not get a chance to take the 
white count before the operation, I take 
it two days after, and in obstetrical cases, 
I take it four days after delivery. 


I would like to supplement what Dr. Mills 
has .said as to the need of blood chemistry 
before and after operations. I think that 
is the most neglected field in clinical path- 
ology. I thought I was going td have a 
great increase in blood sugar examinations 
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when insulin was discovered, but some doc- 
tors merely shoot insulin into the patient, 
and never have a check made by a blood 
sugar determination. é 

Finally, the pathologist should be regard- 
ed as a consultant, but only in very rare 
instances is he so regarded, outside of staff 
meetings. At formal meetings, he is usual- 
ly accorded every courtesy, but his opinion 
is not asked frequently enough for the 
benefit of the patient, or the benefit of 
the doctor day by day. The pathologist is 
required to keep up on his reading, and of- 
ten knows something that he would be able 
to suggest, which the surgeon or intern- 
ist has not seen and has not had time to 
see, because he does not have the time to 
devote to the literature of clinical path- 


ology. 





THE BLOOD CELL VOLUME INDEX IN 
PULMONARY TUBERCULOSIS 


PuHitip B. Newcomes, B. S., M. D. 


TUCSON, 


It is a proven fact of observation that 
pulmonary tuberculosis is accompanied, 
sooner or later, by changes in the composi- 
tion of the blood. That these alterations 
and variations from the normal have clini- 
cal significance or serve as indices, to some 
extent, of the condition of the patient, is the 
belief of most practitioners. Some degree 
of anemia is a rather constant concomitant 
of the chronic ulcerative type of tubercu- 
lous infection of the lungs, hence it is that 
attention has been especially directed to- 
wards the red cell count and the hemo- 
globin estimation, together the ratio be- 
tween these two. factors known as the color 
index. 


The enumeration of the erythrocytes, 
when carried out with proper technical care, 
may be regarded as a mathematically cor- 
rect process, relatively free from the per- 
sonal variation of different observers. But 
it, of itself alone, is incomplete so far as 
information about the patient’s reaction to 
the disease process is concerned. Further- 
more the great variation in hemoglobin 
readings by separate individuals, and the 
difference found in the standards of various 
types of instruments, or even in the same 
stvle of apparatus, render this procedure, 
together with the dependent color index, 
rather unreliable diagnostic measures. 


ARIZONA 


This uncertainty in regard to hemoglobin 
percentage and color index determination, 
has led to investigation of the size of the 
red blood corpuscles themseives (as being 
a more fundamentally correct procedure) oy 
means of the volumetric division of the 
bleod specimen into corpuscular and plasma 
cuntent. This is usually accomplished 
through centrifugalization of an oxalated 
specimen at high velocity. 


in this connection pioneer work was done 
by Capps* more than twenty years ago, em- 
plovying small amounts of blood in capillary 
tubes. Other methods of greater or less 
practicability have since been 4escribed in 
various works on physiology. Whipple and 
his associates have later furnished a meth- 
od of some clinical applicability for the de- 
termination of the mass of the red cells, 
in their extensive work on blood volume. 


By their method ten cubic centimeters 
of blood are drawn from a vein and immedi- 
ately placed in a 15 c. c. graduated centri- 
fuge tube containing 2.0 c. c. of 1.6% 
sodium oxalate solution, an isotonic anti- 
coagulant, and centrifugalization carried on 
for 30 minutes. The percentage by volume 
of the corpuscular deposit, as compared 
with the original 10 c. c. of blood, can then 
be read directly from the graduations on 
the tube and the figure thus obtained be 
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compared with similar findings in normal 
blood. 

Schlomovitz, Hedding and Kehoe’ have 
utilized this technic in the observation of 
forty tuberculous men at the U. 8S. Tuber- 
culosis Hospital, Soldiers’ Home, Milwau- 
kee. They reached the conclusion that the 
relative blood cell volume was a far better 
index of the patient’s status than the hemo- 
globin values and red blood cell counts; and 
furthermore, that a high value is found in 
those patients who are progressing favor- 
ably and a low value in those who are show- 
ing rapid physical deterioration. 

Haden‘, in the study of pernicious anemia, 
also employed the method of Whipple for 
the blood cell volume, but, in addition, made 
use of a factor introduced in the early work 
of Capps, called the blood cell volume index. 
This latter is the quotient obtained by di- 
viding the volume percentage of the cells, 
as compared with normal values, by the 
number percentage of cells. The result 
shows, therefore, the definite relation of 
the mass of the red cells to their number 
in an individual blood in terms of normal, 
and should, theoretically at least, furnish 
a much more reliable and satisfactory indi- 
cator of alteration or deterioration in the 
composition of the blood than some of the 
more. common tests. When 10 c. c. of an 
unknown blood are centrifuged with 2 c. c. 
of sodium oxalate solution there may. pos- 
sibly be obtained 3.5 c. c. of packed cor- 
puscles. Ten cubic centimeters of normal 
blood containing 5,000,000 corpuscles per 
cu. mm. will yield, it is generally agreed, 
when similarly centrifuged, 4.8 c. c. of cor- 
puscular sediment. The percentage by vol- 
ume in terms of normal is therefore 3.5 di- 
vided by 4.8 or 72%. At the same time, 
the red corpuscles of the unknown blood 
may number 4,400,000 or 88% of the nor- 
mal 5,000,000. The volume index is hence 
the volume percentage of cells, or 72, divid- 
ed by the number percentage of cells, or 88, 
which gives a quotient of 80. Graphically 
expressed, this is as follows: 


Blood Cell 
Volume Index:—Vol, percentage of cells 72 





No. percentage of cells 88 


The writer was much impressed with the 
possibilities of a routine use of this formula 
in the periodical blood examination of pa- 
tients suffering from pulmonary tuberculo- 
sis. But the method of blood collection, 
while of a truth clinically applicable, yet 
seemed to possess certain insuperable diffi- 
culties when cases in private practice were 
to be considered. The work of Schlomowitz 
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and his associates was done on residents 
of a government institution over whom a 
certain degree of firmness and control 
could be exercised, which could never be at- 
tained among weak, nervous and tempera- 
mental private patients, or upon repeated 
occasions over a prolonged period of time. 
The disadvantage, or indeed impossibility, of 
frequent collections of 10 c.c. of blood from 
a vein in such individuals will be readily 
appreciated by those who have much to do 
with either the tubercular or tne technique 
of venipuncture. 

The introduction of the hematocrit of 
Van Alen’ of the Rockefeller Institute for 
Medical Research, seemed to offer, however, 
a way out of the difficulty by furnishing a 
means for the determination of the volu- 
metric relationship between corpuscles and 
plasma with the employment of minimal 
amounts of blood, which could be taken at 
the same time and in the same manner as 
the specimen for an ordinary blood count. 


The Van Alen hematocrit is a glass pipet 
with a chamber, somewhat similar in de- 
sign to the hemacytometer pipet. It is 10 
cm. in length over all, of which the shaft 
occupied 7 cm. The bore of the shaft is 
about 0.5 mm. in diameter. The shaft ends 
bluntly at its lower extremity and is grad- 
uated from the tip up to within a short 
distance of the chamber in a scale of 100 
parts. The chamber is pear-shaped, larger 
end up, and has a capacity of about 1 ¢. c. 
The short length of tubing at the upper ex- 
tremity of the pipet is also blunt tipped 
and serves for the attachment of the suc- 
tion tube. The pipet is equipped with a 
rubber mouth suction tube. A free flow of 
blood on the skin surface of the ear lobe 
or finger tip is obtained by needle prick, 
and the first drop or two are discarded. 
As a fresh quantity appears, it is drawn up 
into the bore of the pipet shaft to the top 
of the scale. Blood that adheres to the 
outside of the pipet is now quickly wiped 
away, and a small quantity of an anticoagu- 
lant consisting of a stock 1.3 per cent. 
sodium oxalate solution is drawn with the 
specimen into the chamber of the pipet, 
about half filling it. Loss of fluid from 
the pipet is guarded against by placing a 
finger over the lower end of the tube bore, 
while the suction tube is removed and the 
pipet is enclosed from top to bottom with 
a wide rubber band which seals the ends. 

The pipet, thus adjusted, is placed in the 
centrifuge cup, shaft end down and prop- 
erly counterbalanced, and centrifugalization 
is carried on at 2,700 revolutions per min- 
ute for fifteen minutes. On removal of the 
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pipet from the centrifuge at the end of 
this time, the volume reading of the red 
cell content is made directly, in percentage, 
from the shaft scale, by noting the upper 
limit of the mass of red sediment. No cor- 
rection for dilution is needed. 


This little instrument furnishes the same 
mathematical ratio by its gradations in 
decimal parts of 1 to 10 as is obtained by 
the graduated centrifuge tube using the 
10 c. c. specimen and similar results can be 
expected and have been ganied by its em- 
ployment, in comparison with the larger 
quantities of blood, with both normal sub- 
jects and diseased individuals. 

After the hematocrit of Van Alen was 
available, I employed it in a small series of 
cases in connection with the ordinary 
methods of blood counting in routine work 
with tubercular cases, for the determina- 
tion of the blood cell volume. From this 
result and from the erythrocyte count tak- 
en simultaneously. the blood cell volume 
index has been calculated according to the 
formula of Capps outlined above. A pre- 
liminary report upon these cases was made 
at the last meeting of the Arizona State 
Medical Association, which will be later sup- 
plemented by publication of the results of 
a much larger number of similar tests be- 
ing made upon tuberculous patients now un- 
der treatment at St. Mary’s Hospital, the 
Tucson General Hospital and United States 
Veterans’ Hospital No. 51. 

In this early series, one hundred and 
forty observations were made upon one 
hundred and eight individuals, all proven 
cases of pulmonary tuberculosis. Dupli- 
cate readings after an interval of approxi- 
mately thirty days were carried out on 
thirty-two of these patients. The results 
ranged from a reading of 1.35 as the high- 
est figure to 0.56 as the lowest point of 
blood cell volume index. Patients classed 
by hospital records or attending physicians’ 
statements as improving showed almost in- 
variably a blood cell volume index from 0.90 
to 1.0 and higher. In this class, i. e. those 
with readings above 1.0 or normal, the pa- 
tients, it is conceivable, might appear to be 
showing a corpuscular volume indicative of 
the production of an excess of immune 
bodies in the blood, possibly following out 
Weigert’s compensatory law. It must be 
recorded that three patients in this first 
classification died during the period of ob- 
servation, with blood cell volume index 
readings respectively of 1.09, 1.02 and 1.07. 
But the cause of death was in each instance 
tuberculous meningitis, an accident of pul- 
monary tubercular infection which can, as 
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a rule, never be symptomatically forecast 
or foreseen. 


In the second category of patients, ‘tend 
whose condition was stationary, or who 
were said to be “holding their own,’ the 
majority of records showed a blood cell vol- 
ume index of 0.80 to 0.90, and those in 
this class whose readings were above 90, 
it is conceived, may yet have a reserve in 
the blood stream which has not been taxed 
to the limit up to the present time: The 
third class of cases are those which were 
failing fast and showing well marked physi- 
cal deterioration and, as might be expected, 
the blood volume index generally fell below 
0.80 in these patients. Duplicate counts 
tallied closely in all three classes and when 
differences did occur, the findings were in 
harmony with the patient’s clinical prog- 
ress. 

SUMMARY 

1. The blood cell volume index is ad- 
vocated as an addition to the routine blood 
examination in pulmonary tuberculosis. It 
appears to be less liable to human error 
than the hemoglobin percentage and color 
index in that its computation is mathemati- 
cally and mechanically controlled. 


2. An instrument and method -is de- 
scribed which requires a minimum amount 
of blood and is applicable to any type of 
patient for repeated examinations. 


3. In a brief experience the blood cell 
volume index has been found to bear gen- 
erally a true and consistent relation to the 
patient’s condition—normal or high read- 
ings being the rule in those who are show- 
ing progress under treatment, while low 
values are recorded for patients who are 
failing physically. 
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EL VOLUMEN CELULAR. SANGUINEO 
COMO INDICIO EN TUBERCULOSIS 
PULMONAR. 

Dr. Philip B. Newcomb, Tucson, Ariz. 
La tuberculosis pulmonar siempre: se 
acompana de alteraciones en la sangre. . En 
los tipos ulcerativos de esta enfermedad 
siempre hay un grado de anemia mas o 








men 
rojo 
ser 

dici¢ 
esfu 
rojo 
las 

trift 


med 
15 « 
cion 
trift 
pare 
culo 


ope: 
was 
at 
fort 
amc 
ter 
is § 
pite 
in f 
thi 
ord: 
pre 
ami 
bef 
in 1 
it I 
Eve 
pita 
pat 
fici 
con 
gin 
of 


cret 
con 


sib 


by 











MARCH, 1926 


menos asentuado. El numero de globulos 
rojos y estimacién de hemoglobina, resultan 
ser un indicio dudoso en la verdadera con- 
dici6n de la sangre, y esto ha despertado el 
esfuerzo de estimar la cantidad de globulos 
rojos por comparacion del volumen de celu- 
las ylasma en muestras de sangre cen- 
trifugada. 


Diez c. c. de sangre venosa, puesta in- 
mediatamente en un tubo centrifugador, de 
15 c. c. que contenga 2 c. c. ce una solu- 
cion de oxalato de sodio al 1.6% y cen- 
trifugada por 30 minutos son suficientes 
para lap rueba. El porcentage de corpus- 
culos depositados, puede leerse directamente 
por las graduaciones en el tubo. Diez c. c. 
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de sangre normal que contenga cinco millo- 
nes de corpusculos por milimitro ctbico si 
esta bien centrifugada coresponderé a 4.8 
c. c. de corpusculos compactos. 


En el metodo que requiere 10 c. c. de 
Sangre venosa hay. una desventa ja consid- 
erable, pero el hematocrito de Van Alen, 
tiende a vencer esta objecién dando el mis- 
mo resultado practico. Este, solo usa pe- 
quefnas cantidades de sangre, tales como las 
que se obtienen por picadura del dedo o del 
oido. 

En series de 140, observaciones hechas en 
enfermos del Hospital de Veteranos de 
Tucson este metodo aparece tener distin- 
ciones valuables. 





PREPARATION OF PATIENT FOR SURGERY 
TO INSURE SAFETY AND COMFORT 


R. J. Stroup, M. D. 
TEMPE, ARIZONA 


Until comparatively recent years the pre- 
operative care of prospective surgical cases 
was not only more or less haphazard but 
at times entirely a neglected thing. Un- 
fortunately there is still an impression 
among some surgeons that it does not mat- 
ter much whether strict preoverative care 
is given or not. The standardizing of hos- 
pitals has done much good in sove ways, 
in that, to conform to any standard, certain 
things must be done to have complete rec- 
ords. Inquiry into certain facts concerning 
previous disease, more or less complete ex- 
amination, history taking and diagnosis 
before operation, have stimulated interest 
in the surgical aspect of the patient where 
it has not entered into the economy before. 
Even now it is a common thing for the hos- 
pital historian to get the histories after the 
patient has recovered from operation suf- 
ficiently to answer questions. 


Elective operations are becoming more 
common because the new generation is be- 
ginning to lose its fear of a hospital and 
of overative procedures. This is to the 
credit of the profession in establishing this 
confidence. Let us go even further so as 
to keep the patient as comfortable as pos- 
sible during his hospital stay. 


Operative procedures should be governed 
by regard to the following: 


1. Immediate danger to the life of the 
patient. 


2. Comfort of the patient immediately 
following operation. 


3. Complications which result in more 
or less serious disability due to op- 
eration, either immediate or remote. 

IMMEDIATE DANGER TO THE LIFE OF THE 
PATIENT 

Many conditions contribute to an immedi- 
ate danger as regards life. At times the 
risk of operating and the necessity for op- 
erating are about balanced. Both surgeon 
and patient should know this, unless it is 
desirable to withhold the infor~ation from 
the patient. Children do not withstand the 
loss of blood as well as adults, and opera- 
tive procedures must of necessity be out 
of proportion when size is compared. Al- 
most as large an incision is made in a child 
as in an adult for certain procedures. In 
their favor generally is the lack of organic 
disease. The aged do not bear shock well 
and hypostatic pneumonias are more com- 
mon and should always be kept in mind. 


The Heart. The presence of murmurs in 
a well ordered compensating heart is not, 
of itself, a risk in an otherwise healthy pa- 
tient. The integrity of the heart’s muscle 
constitutes a real factor. A dilated heart, 
even if compensated under ordinary circum- 
stances, constitutes a bad risk. Blood pres- 
sure readings should be taken in supposed- 
ly minor cases for this reason. If blood 
pressure is too low or pulse pressure is ap- 
proaching a minimum, measures should be 
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taken to improve the operative risk. ‘“Pe- 
culiar” hearts, those who have irritable 
hearts or tachycardia or intermittence, 


should be studied to see if a risk is in- 
curred. 


The Kidneys. Not only should urine 
examination be done, but in any case of 
doubt, or better in all cases, the renal func- 
tion should .be tested. The phthalein test 
is certainly the best for this particular un- 
derstanding, for it tells us the power of the 
kidney to eliminate. In cases of doubt 
blood nitrogen tests should be given, or the 
freezing point of the blood taken. A slow- 
ly eliminating kidney increases the danger 
of acidosis and often starts a vicious circle 
which ends in death by uremia. However, 
that phase will be covered later. 


Arteries. High arterial tension means 
much ether to produce narcosis. The stage 
of excitement is long. Alcoholics act the 
same. Tension should be lessened, if pos- 
= and the operation be performed rap- 
idly. 

Jaundice. Coagulation time is diminished 
in some cases of jaundice. Coagulation 
tests should be done just as before tonsil- 
lectomy. In fact, it is better to add calcium 
chloride to the patients’ pabulum in all 
of these cases, as in my procedure in ton- 
sillectomies, no matter what the coagulation 
time is. 

Syphilis needs attention by giving anti- 
syphilitic remedies to obviate the well 
known non-healing of syphilitics. Diabetes 
should be treated for the same reason. The 
added risk of tuberculous patients should 
be considered, and the anesthetic chosen ac- 
cordingly. 

Two types especially should be reck- 
oned with as far as sudden death is 
concerned; those weak children in whom 
there is danger of status lymphaticus and 
who seem to be of an adenoid type demand- 
ing surgery, and patients with acute septic 
infections, who sometimes die from very 
small amounts of anesthetic. Patients in 
shock and thyrotoxicosis should have rest 
7 supportive measures to eliminate undue 
risk. 

Finally, there is a hazard in every opera- 
tion and the surgeon should let the family 


of the patient know this fact. 
COMFORT OF THE PATIENT IMMEDIATELY 


FOLLOWING OPERATION 
More factors are involved in the comfort 
of the patient following operation than in 
operative risk, and our ideal should be to 
eliminate discomfort as far as possible. It 
great 


is certainly a satisfaction to 
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have a patient so well prepared that he is 
in no discomfort at any time and is begging 
for food on the third postoperative day. 


One of the greatest aids to a patient’s 
eomfort, as well as his safety, is the pre- 
vention of acidosis. Two factors contribute 
to this condition, operative trauma and the 
acid by-products of inhalation anesthesia. 
Even with the giving of a local anesthetic, 


or gas, or any of those anesthetics. which: 


produce little acidosis as compared to ether, 
it must be borne in mind that trauma per 
se and the handling or exposure of tissues, 
is a big factor in the production of acid 
bodies, especially in adipose people. An- 
other factor in this production is the fact 
of dehydration. In these cases each indi- 
vidual cell is shrunken at the expense of 
the protoplasm, with large proportionate 
nuclei, or an acid cell. When you add acid 
bodies to this cell you approach a danger- 
ous condition, especially when water can- 
not be added in quantities after operation. 
The organs which suffer most from acidosis 
and depletion are the brain, adrenals and 
liver. Secondarily the kidney, even if oth- 
erwise normal, enters into the problem, oft- 
times with disastrous results. To minimize 
these dangers everything should be done 
to prevent shock and acid conditions. Shock 
depends on diminished alkalinity of th 
blood. 

The following procedures have been used 
by me with very satisfactory results. 


1. An initial urine test especially for pH. 
Depending on the acidity, amounts of 
sodium bicarbonate are given to produce a 
pH of at least 6.8 or, better, 7, and I have 
never seen any ill effects follow a pH of 7.2 
carried along for from three to five days. 
This to be begun from three to five days 
before operation. If indicators like litmus 
paper are used the reaction should be 
strongly alkaline. 

2. For two days preceding operation 
large amounts of water should be given. 
Better still, sweetened lemonades. 

3. Two hours before operation one 
drachm of sodium bicarbonate is given with 
a glass of water. 

4. Pure sugar candy, glucose lemonades 
or well sweetened weak teas should be giv- 
en (except in diabetics) for two days pre- 
ceding operation. 

5. Meats, breadfoods, and _ especially 
eggs, should be withheld for at least twen- 
ty-four hours preceding. Better an ash 
free diet for three days. 

6. If the patient is nervous, bromides 
should be given the night before. 
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7. Assurance, while these procedures 
are going on, to bring up the morale, to 
keep the ‘patient tranquil and free from anx- 
iety, must be given by physician and 
friends. Minimizing the dangers, and as- 
surance of very little after effects, go a 
long way towards having the patient in 
good condition. Mental shock can be severe 
and in no sense should the patient feel a 
martyr to circumstances. I heard a sur- 
geon on the witness stand give an opinion 
that the feeling of a patient previous to 
operation neither militated nor neiped. He 
based it seemingly on observations during 
the war. Many other writers take the op- 
posite view and tell of instances where 
hope was changed to despair and shock re- 
sulted quickly on soldiers being told the 
true surgical condition. 

8. Tired, fagged out patients need rest 
in bed from two to five days while the other 
preparations are going on. This is not nec- 
essary in robust individuals who generally 
do better on a good night’s rest, and to 
whom bed rest would be intolerable. 

9. It is better to give the initial cathar- 
tic the second night preceding operation. 
After the depletion which ensues there is 
time to fill up with water, and soft non- 
proteid diet gives pabulum necessary to car- 
ry through the period of starvation follow- 
ing. I prefer to give two compound cathar- 
tic pills. 

10. On the night preceding operation an 
enema should be given, and another two 
hours before operation. 

On the morning of operation the surgeon 
should see the patient, but not in operating 
garb unless the patient is one accustomed 
to such. This has been brought home to 
me forcibly several times. At one time the 
greatest grievance of a patient was that no 
one saw her the morning of operation. She 
was taken to the surgery and there met 
the anesthetist. This patient was fairly 
robust, but this fact on her mind length- 
ened her postoperative stay, which was mis- 
erable. The patient must be warm before 
leaving for the surgery and must be kept 
warm. This point should be insisted on. 
Sometimes movement through halls none 
too warm gives a chilly feeling to the pa- 
tient, if not actually letting him get cold. 
The anesthetist should be confident and 
cheerful and should see that the extremi- 
ties are warm before commencmg the an- 
esthetic. He should see that the patient 
keeps warm before entering the operating 
room and afterwards. This last half hour 
is a very important one. The sight of a 
surgeon in operating garb could very well 
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disturb a nice balance and undo a lot of 
other work. A weakened patient should be 
lifted to the operating table, but it may be 
better to let a patient used to doing things 
actively in life get up on the table himself, 
as he is giving himself courage in doing 
so, and is better satisfied. If at all possible 
the patient should be told the general na- 
ture of the operation so as to get his con- 
sent and cooperation. The biadder should 
be emptied before operation no matter of 
what nature. The anesthetist should be 
quiet and suggest sleep to the patient and 
no noise of instruments should be heard. 
The patient should be in a darkened, quiet 
room with as few nurses as possible and no 
unnecessary talk. The anesthetist should 
watch the margin of the heart if the color 
of the patient is blue and pituitrin should 
be given if the heart is relaxing. (All of 
the above measures apply to any case ex- 
cept emergency ones.) 


In this preparation alkali reserve has 
been built up, psychic and mental fear has 
been largely overcome, the bowels have 
been rendered free from gas and gas pro- 
ducing foods, and absorptive material has 
been removed. Resistance to shock and 
acidosis is well above par and only unfore- 
seen conditions can delay comfort and con- 
valescence. Most of the vomiting after an 
anesthetic is acid vomiting and not due to 
handling of peritoneum alone. With this 
preparation many patients suffer very little 
inconvenience even after extensive opera- 
tions. In fact, if unusual symptoms such as‘ 
excessive vomiting or shoek ‘shouid be noted, 
it will often be found that some unlooked 
for condition has presented itself. 


In this connection there has been a great 
deal of confusion as to the effect of giv- 
ing sodium bicarbonate alone. It has been 
claimed that the excess of carbonate radical 
combines with other ions, potassium and 
calcium especially, to deplete the system of 
these. I have never noticed the difference 
except that some of the proprietary com- 
binations have to be given in very large 
amounts to change the pH in cases where 
moderate doses of sodium bicarbonate have 
sufficed. 


A great many surgeons give one-fourth 
grain of morphine with or without atropine 
before operation. In the aged and in chil- 
dren this is not a wise procedure, for neith- 
er bear morphine narcosis well. In the 
aged it is not needed because older people 
are very complacent generally to every- 
thing. Children will nearly always fight an 
anesthetic no matter what is done. Unless 
the patient is very nervous I omit mor- 
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phine, and give only 1/100 grain of atro- 
pine. Morphine means vomiting. 

We now come to conditions other than 
acidosis or shock, that need attention. If 
there is a point of focal infection other than 
the part to be operated, it is well to drain 
or have it removed. An infected sinus or 
an infected tooth root may spell the differ- 
ence between success and failure in a given 
case, for the blood has toxins and organ- 
isms continually being poured into it, and 
the lowered state of vitality may allow 
them to become active at the site of op- 
eration. It has often occurred to me that 
it is not catgut at fault in stitch abscesses 
as much as focal infections and dirty teeth. 
Those cases where just a little serum comes 
from the wound should be looked at for 
pyorrhea. It is imperative then to search 
for focal infection, and the teeth should be 
brushed several times a day for several 
days and the mouth washed many times a 
day with alkaline antiseptic solutions. This 
procedure also lessens the danger of post- 
operative pneumonias from aspiration of 
infected material. If stomach ulcer is kept 
alive from tooth absorption and infected 
material in the mouth and around the 
teeth, it would be expected that jejunal 
ulcer would form more easily if this were 
not attended to. Jejunal ulcer following 
gastro-enterostomies may not be due to 
tight sutures or any other cause than in- 
fection due to bad gums or teeth. 


The abdomen should be shaved very care- 
fully with a sharp razor. A rough skin 
with small cuts is another source of trouble 
that should be avoided. The abdomen 
should then be washed with soap and water 
and then left alone until the patient reach- 
es the operating room. Care should be tak- 
en that iodine and mercurochrome are not 
added to the same skin, because of burn- 
ing. A good hot cleansing bath should be 
taken the night before operation. Opera- 
tions should be done in the morning if pos- 
sible and the surgeon should avoid seeing 
infected cases or cases suffering with acute 
infections, before operating. 


The position of the arms should be 
watched during operation to avoid trau- 
matic paralysis. 


There is a good deal of margin of safety 
in the normal heart to withstand opera- 
tions and anesthetics. Except in those 
cases where it is necessary to tone the 
heart muscle it has not been considered ad- 
visable to digitalize the heart. Of late 
there is a tendency to give digitalis to all 
patients before operation. The thing that 
is avoided, supposedly, is a low blood pres- 
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sure during the operation or immediately 
afterwards. Recent experiments do not 
bear this out, and some authors make claim 
that there is a lowered blood pressure fol- 
lowing, just at the time it is needed. The 
result of experiments was that there was 
little difference in the normal neart with 
or without digitalis. If a heart is relaxed 
somewhat before operation, adrenalin or 
pituitrin will generally restore it to posi- 
tion. Care should be shown in giving pitui- 
trin in a distinctly bad myocardium. Sud- 
den heart collapse has followed this pro- 
cedure. In bad heart, kidney, or liver cases, 
strapping of the extremities with rubber 
bandages holds in the veins blood charged 
with carbon dioxide and free from anes- 
thetic which, when released at the close of 
operation, stimulates deep breathing. This 
one procedure may mean the margin of 
safety. 
UNFORESEEN COMPLICATIONS, 
OR REMOTE 

With this phase of the subject this pa- 
per does not strictly deal. Doing no more 
than is necessary, avoiding roughness and 
using only rubber gloves in the abdomen as 
far as possible, keeping exposed organs 
warm, and all of those things which make 
a surgeon instead of a technician, should 
be considered. One thing should be kept 
in mind. When the blood pressure falls, 
and the mean or pulse pressure is approach- 
ing a danger point, normal salt solution 
in quantities to bring up the pressure im- 
mediately will very often avoid those cases 
of shock which go to their death in the 
first seventy-two postoperative hours. No 
other procedure is so valuable, and it should 
be done immediately. Adrenalin can be 
added to this. The warning is that of a 
“fishy” eye, weak rapid pulse, excessive 
sweating, cold clammy extremities and shal- 
low respiration. Call for the normal saline 
solution before you take the blood pressure. 
Then you have it with less loss of time. I 
have seen two cases change almost miracu- 
lously from profound shock to almost nor- 
mal postoperative cases by this procedure. 

The scope of this paper is limited and 
not all conditions of operation have been 
taken up. I would warn, however, not to 
treat minor cases lightly. for instance, 
it has always been my plan to prepare 
children for tonsillectomy as if they were 
to have an abdominal section, not omitting 
in any case the use of calcium by mouth in 
some form for some days preceding opera- 
tion. 

When operations are done under local an- 
esthesia, the preparation should be just as 
carefully made, and the operating room 
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kept very quiet, with little comment be- 
tween operator and assistant. 


In emergency operations, an enema 
should be given, the stomach pump used 
unless the patient has vomited freely and 
emptied the stomach; and soda water can 
be given in large quantities as soon as the 
diagnosis is made, as sufficient time usual- 
ly elapses to get a relative deacidification 
between diagnosis and operation. If opera- 
tion is refused no harm is done. Whether 
emergency or not, soda-glucose solutions 
should be given per rectum by the drip 
method following operation, and those cases 
not previously digitalized should be given 
a standard tincture of digitalis in the first 
The amount of this 
tincture has been governed by weight, one 
minim being given for each pound of the 
individual. Finally, stop all rectal proce- 
dures as soon as liquids can be taken by 
mouth. 


DISCUSSION 


DR. W. L. BROWN, El Paso, Texas, (opening): 
—Dnr Stroud’s paper is so complete that I do not 
know of anything to be added to it and only want 
to emphasize a few points he brought out. 

Speaking of clotting, we had one case in par- 
ticular which I recall. This woman: had been op- 
erated on in Denver some years before and near- 
ly bled to death. Some time later she was operat- 
ed by a local surgeon and nearly bled to death. 
She did not tell us this, merely stating that she 
had been operated on in Denver. We had the 
same experience with her, and after it was all 
over and we had recovered from our fright, she 
told us this had happened to her several times 
before. We told her not to forget to tell the sur- 
geon or dentist the next time. 

I did not just understand how much emphasis 
Dr. Stroud laid on giving calcium cntorid in .jaun- 
diced patients, but I think it should be given for 
two or three days intravenously. 

One little point not mentioneu 1s the use of 
the duodenal tube in the case of stomach ulcer, 
cancer of the stomach and various cases where it 
is impossible for them to retain surficient nour- 
ishment to get them in condition for operation 
later on. 

We feel very much like followtng the doctor’s 
advice in the more serious surgical cases, and we 
have also learned to depend upon morphine and 
water, I find these are probably two of the most 
outstanding aids we have in our surgical cases. 
My experience with patients is that they do not 
receive water in the first twenty-four hours and 
we have an awful time to get the older nurses 
to give patients water when they can first take 
water It is, however, very painful for them and 
we try to impress upon the nurses that water and 
a limited amount of morphine are very important 
life saving agents. 

I congratulate the doctor on his excellent pa- 
per and if we follow out regularly the things quot- 
ed, it will add materially to the comfort of our 
patients. I think, however, there is a possibility 
of upsetting the patients’ nerves by too much ap 
Parent preparation. We can do a good deal, how- 
ever, without their knowing too much about it. 

DR. R. J. STROUD, Tempe, Ariz. (closing) :— 
As far as doing too much is concerned, I do not 
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think there is anything wrong in telling a patient 
to take a certain amount of soda, two compound 
cathartic pills, to ask for specimens of urine, etc., 
for when you go into the other procedures of 
looking after the kidneys, if, you find anything 
wrong, then you cannot do too much. 

I have never used morphine quite as freely as 
Dr, Brown advises, neither do I feel that trional 
adds very much in putting a local anesthetic 
alongside a general anesthetic. 

If you will eliminate shock, you are better off. 
As far a scalcium chlorid is concerned, give it to 
the patient and give it intravenously. I agree 
with Dr. Brown as to getting water to your pa- 
tient and as soon as he is conscious and feeling 
pretty well give it to him by mouth. It is very 
discomforting to give it to him by rectum, Most 
patients can take water as soon as they come out 
of the anesthetic. 





PREPARACION DEL ENFERMO EN CIR- 
UGIA PARA OBTENER SEGURIDAD 
Y CONFORT. 


Dr. R. J. Stroud, Tempe, Ariz. 


Los procedimientos quirtirgicos deben ser 
gobernados por las siguientes observacion- 
es: 

1—E] peligro inmediato de la vida del 
enfermo. 

2—El confort del enfermo inmediata- 
mente despues, de la operacién. 

3—Complicaciones que resultan de la in- 
tervencién, con desabilidad mas o menos 
seria, desde luego o despues de algun 
tiempo. 

4—Conocer la condicién dei corazon. La 
integridad del musculo cardiaco es el factor 
principal. Debe tomarse la presién de la 
sangre siempre, y conocer la funcién de los 
rinones, no solo por el examen de la orina, 
sino por la prueba de fenoltaleint; y si 
es necesario, por la quimica de la sangre; 
conocer el tiempo de -coagulacién es de 
muchisima importancia; sobretodo, en los 
casos de ictericia, sifilis, diabetes, linfatis- 
mo, infecciones, choque operatorio e intoxi- 
caci6n tiroidea. Todo esto aumenta el ries- 
go de la operacion. 

5—Es un deber, que los enfermos esten 
confortables, contentos y en ia mejor con- 
dicién posible. Los siguientes procedimien- 
tos, han sido empleados con éxito: Suminis- 
trar bicarbonato de sodio por tres dias para 
evitar la acidosis; dos dias antes, dar a 
beber grandes cantidades de agua o limon- 
adas calientes para estimular la diaforesis; 
previamente, investigar y tratar las in- 
fecciones focales; dos horas antes de la op- 
eracion suministrar un dragma (cuatro 
gramos) de soda en un vaso de agua; veinti- 
cuatro horas antes, abstinencia de huevos 
y carne; dar bromuros la noche anterior si 
el enfermo es nervioso, estimular el estado 
moral del enfermo, incluyendo descanso 
en la cama por varios dias si es necessario; 
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dar un purgante catartico la segunda noche 
precedente a la operacion, un enema la 
noche anterior y otro dos horas antes de 
practicar la intervencién. 

El anestecista conservara confortable al 
enfermo, confiado y contento y vigilaré el 
coraz6n durante la operacién dando el trata- 
miento que sea necesario. 

6—El cirujano hard mas de lo necesario 
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para evitar complicaciones futuras, obser- 
vara y tratara las depresiones sanguineas; 
finalmente, sera tan. cuidadoso en los casos 
de cirugia menor como en los de cirugia 
mayor. Despues de la operacion y tan 
pronto pueda retener el agua, se le dara al 
enfermo en cantidad suficiente. A los en- 
fermos que previamente no se les haya dado 
digital, se les dara despues de la operacion. 





THE EYE IN NERVOUS DISEASE 


WILLIAM A. ScHWaRTzZ, M. D., F. A. C. S. 
PHOENIX, ARIZONA 


The eye is an outpost of the nervous sys- 
tem and is developed as a prolongation of 
the brain, and not like a separate organ. 
The retina is the receptive organ and the 
visual impressions are received by its rods 
and cones. The optic nerve, the visual 
transmission line, transverses the orbital 
cavity and is surrounded by three sheaths 
derived from the cerebral membranes, des- 
ignated dural, arachnoid and pial sheaths. 
At the apex of the orbit the nerve passes 
through the optic foramen, which has inti- 
mate and important relations to the sphe- 
noidal sinus, sometimes to the posterior 
ethmoidal cells. These relations and the 
close fit of the optic nerve in the bony 
canal cause it to be especially liable to a 
number of lesions. The two optic nerves 
converge within the skull and form the 
chiasm which overlies the pituitary body. 
From the chiasm, the fibres diverge out- 
wards and backwards to the pr:mary optic 
centers of which there are three; the ex- 
ternal geniculate, the pulvinar of the optic 
thalamus, and the anterior quadrigeminum. 
From the primary optic centers, principal- 
ly the external geniculate, the visual fibres 
pass through Gratriolet’s optic radiations to 
the occipital cortex. 


In the nervous mechanism of pupillary 
movement the contracting fibres are stim- 
ulated from the oculomotor nerve, and the 
dilator fibres from the sympathetic. The 
oculomotor is supplied by communicating 
fibres from the primary optic centers, and 
completes the pupillary are. Any lesion 
posterior to these centers (primary optic 
centers) will not disturb the pupillary reac- 
tion. 


The pupil is larger in myopia than in hy- 
peropia, and greater in youth than in old 
age. The shape of the pupil is round in 
adolescence, slightly irregular in middle life 


and often considerably so in old age. The 
light reactions are well marked in early 
life and rather sluggish in old age. 


There is nothing characteristic in the 
behavior of the pupil in disease of the 
peripheral nerves. In fatigue or emotional 
strain the pupils may alternate in reacton 
and for this reason it may be advisable to 
make a second examination to verify. In 
acute alcoholism the pupils may -be con- 
tracted or dilated. The behavror of the pu- 
pil under the influence of ether or chloro- 
form, depends upon the depth of the nar- 
cosis. In the various forms of meningitis, 
we meet with derangements of the innerva- 
tion of the pupil. The pupils are some- 
times unequal in tuberculous meningitis. 
Irritation of the oculomotor pupillary fibres 
produces a contracted pupil, while paraly- 
sis of the oculomotor nerve produces a wide- . 
ly dilated pupil. In irritative lesions of 
the sympathetic the pupil is widely dilated, 
and this occurs in diseases of the chest and 
mediastinum or cervical cord lesions; it 
may be unilateral or bilateral. In paraly- 
sis of the sympathetic there is present 
myosis, slight ptosis and enophthalmos. In 
sympathetic lesions, the pupil will not be 
altered by the use of cocaine, which is a 
valuable sign in differentiation of sympa- 
thetic lesions. 


In hysteria and neurasthenia pupillary 
changes may occur. Paralysis of accom- 
modation with normal pupils often follows 
divhtheria. Bilateral dilatation of the pu- 
pils with loss of accommodation and with- 
out other muscular anomalies is typical of 
ptomain poisoning. The characteristic 
pupillary symptoms are found in cerebral 
syphilis, tabes, and general paralysis. 
Syphilis has a predilection for the region 
between the pedunculi cerebri. About 
eighty percent of the cases of tabes show 
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pupillary symptoms. There is present re- 
flex immobility of the pupil, while the con- 
vergence reflex is preserved, a condition 
first described by Argyll Robertson and 
goes by his name. In general paralysis re- 
flex immobility of the pupil takes first 
rank. The pupils may be widely dilated. 
Unequal pupils are frequently observed. 
The sensibility of the cornea is most con- 
veniently tested by a bit of absorbent cot- 
ton. In a neurotic patient, the cornea may 
be hypersensitive. Hypesthesia of one or 
both corneae is a sign of hysteria when 
corroboration may be found. Diminished 
sensibility of one means a lesion of the 
fifth nerve or of the cerebellum of that 
side compressing the fibres of the fifth 
nerve, or hysteria after excluding glaucoma. 
Involvement of the optic nerve will be 
shown by diminution in vision or in the 
fields of vision. In middle life, failing 
vision may be due to presbyopia. If the 
patient wears glasses, vision should be tak- 
en with his glasses adjusted. We have 


four main types of visual fields; (a) concen- 
tric contraction; (b) central scotoma; (c) 
bitemporal hemianopsia; (d) homonymous 
hemianopsia. 

Concentric contraction of the field oc- 
curs in simple atrophy or atrophy follow- 


ing papilledema or neuritis. 

Central scotoma is an involvement of the 
papillo-macular bundle, which is particu- 
larly susceptible to compression and to 
poisons,: and, when present in both eyes, 


may be:due to nicotine, wood alcohol, dia-* 


betes. A scotoma near the center may. be 
due to disseminated sclerosis, or hemor- 
rhage into the macula; this is quite com- 
mon in arteriosclerosis. In migraine, we 
have scintillating scotoma due to an angio- 
neurosis. 

Bitemporal hemianopsia is usually due to 
an enlarged pituitary body, or a dilated in- 
fundibulum pressing upon the cross fibres 
of the optic chiasm, and may also be due 
to aneurysm or lues. In the beginning of 
continued hemianopsia there is incomplete 
loss; the field defect may be irregular. 
Sometimes the color fields are first in- 
volved, especially in the upper temporal 
quadrant. Typical fields occur in about 
fifty percent of the cases. While one eye 
may be blind there may be little defect in 
the field of the other eye. A radiograph 
of the sella turcica will usually show en- 
largement or distortion of the sella in case 
of hypertrophy of the pituitary gland. 

Homonymous hemianopsia may be pro- 
duced at any point between the chiasm and 
the center of the cuneus. 


The lesion may 


117 


be in the internal capsule, or in the region 
of the primary optic centers or in the cal- 
carian fissure. Lesions posterior to the op- 
tic thalamus show no changes in the optic 
disc. , 

In injuries to the occipital lobe there may 
be quadrant defects of a central scotoma in 
the fields of each eye,—homonymous 
hemianopsia with central scotoma. 

The changes in the optic nerve that in- 
terest us most are atrophy and edema. In 
simple atrophy the nerve loses its pinkish 
hue, and gradually grows paler until it be- 
comes glistening white with edges sharply 
defined; the retinal arteries become nar- 
row; in the majority of the cases, this is 
a symptom of tabes. Secondary atrophy 
may be due to ethmoid disease and to al- 
cohol poisoning. When the papillo-macular 
bundle is involved the inferior temporal 
quadrant of the disc is pale,—a condition 
found in nicotine poisoning, diabetes, and 
disseminated sclerosis. 


In papilledema the liquid in the subdural 
spaces is forced into the subdural lymph 
space of the optic nerve sheath. The com- 
monest cause of choked disc is a brain tu- 
mor, blocking the passage from the third 
to the fourth ventricles. The appearance 
of papilledema depends much upon the lo- 
cation of the tumor. A tumor in the pos- 
terior fossa frequently shows papilledema, 
while a tumor in the anterior region would 
not be so likely to show it. wWhoked disc 
may also occur in abscess of the brain, 
chronic meningitis of the base, especially 
of syphilitic origin, hydrocephalus and de- 
formity of the skull, sinus thrombosis and 
hemorrhage at the base. 

In disease of the extra ocular muscles, we 
have nystagmus, spasm, squint and paraly- 
sis. Nystagmus from infancy has no diag- 
nostic importance (corneal macula). Nystag- 
mus acquired after infancy has significance 
and may be due to the most diverse intra- 
cranial conditions. As a rule it is present 
in cerebellar disease. It may show in an 
ocular muscle about to be paralysed. Many 
cases of disseminated sclerosis have nystag- 
mus. As in most cases, the nystagmus has 
some association with the labyrinth and 
the subject can not be discussed here. 
Spasms of the orbicularis and internal recti 
are sometimes produced by hysteria. Spasms 
may be due to cerebral or pontine irrita- 
tion. Ptosis is present in complete paraly- 
sis of the oculomotor. It may also be pres- 
ent in cerebral lesions without paralysis 
of the third nerve. Squint of the converg- 
ent variety comes on in hyperopia about 
the age of two years. Divergent squint 
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comes on in adolescent myopia; there is no 
diplopia. 

Paralysis at birth is due to hemorrhage 
or malformation when the sixth nerve is 
most frequently involved. Acquired paraly- 
sis is revealed by the existence of diplopia, 
and there is shown defective mobility of 
the eye in some direction. Diplopia may be 
the first symptom of encephalitis lethar- 
gica. The site of lesion in ocular palsies, as 
a rule is in the nucleus or may be in its 
trunk. Practically the only change in a 
paraylsis of supranuclear origin is an oc- 
casional ptosis, and rarely a transitory con- 
jugate deviation of the eye. 

The sixth nerve which supplies the ex- 
ternal recti has a long basilar course and 
for that reason is frequently involved. It 
may be involved in hemorrhages or exu- 
dates at the base or in general intracranial 
pressure. The sixth nerve nucleus is the 
chief center for associated lateral move- 
ments. Inability to turn the eyes to the 
right or left means a lesion of the sixth 
nerve nucleus. 

The third nerve supplies the internal and 
superior and inferior recti, inferior oblique, 
levator of the upper lid and sphincter of 
the pupil. In third nerve paralysis the 
extrinsic:muscles are first involved and the 
sphincter of the pupil and accommodation 
may be spared. The most frequent cause 
of intracranial paralysis is syphilis in the 
later stages. It may also be due to dis- 
seminated sclerosis, vascular changes and 
their consequences, injuries «nd tumors. 
Pressure on the nerve near the cerebral 
_ peduncles produces third nerve paralysis on 

that side and hemiplegia of the opposite 
side. Lesion of the red nucleus produces 
a partial paralysis on the same side, usually 
the superior rectus, with contralateral 
athetosis, chorea or tremor. The fourth 
nerve supplies the superior oblique and 
there are no distinguishing signs between a 
trunk and nucleus lesion. Sometimes trunk 
lesions are preceded by headaches, while 
nucleus lesions have no premonitory symp- 
toms. A lesion producing hemiplegia with 
lateral hemianopsia is probably a lesion in 
the area of the middle cerebral artery. 
With lesion of the optic thalamus may 
come hemianesthesia, ataxia of one side 
and lateral hemianopsia. 

Lesion of the angular gyrus of the tem- 
poral lobe is associated with the inability 
to read and comprehend the meaning of 
written language and there may also be 
present ptosis, hemianopsia, impairment of 
cutaneous and muscular sensibility of the 
opposite side. 


Uncomplicated hemianopsia, occurring 
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suddenly with symptoms of vascular ob- 
struction, is indicative of lesion in the cal- 
carian fissure and its neighborhood. 

In cerebral hemianopsia central vision is 
unimpaired and the reaction of the pupil is 
normal. Simultaneous paralysis of the 
third nerve on one side and of the limbs 
on the other is pathognomonic of lesion of 
the crus cerebri. When there is a combina- 
tion of ophthalmoplegia with an uncertain 
or reeling gait the lesion is probably in a 
region of corpora quadrigemina. 





EL O0JO EN ENFERMEDADES 
NERVIOSAS. 

Dr. William A. Schwartz, Phoenix, Ariz. 

La pupila recibe fibras contractoras del 
motor ocular comun y las dilatadoras del 
sistema simpatico. La irritacién de las 
fibras del motor ocular, produce contrac- 
ciones de la pupila; y la paralisis del nervio, 
causa la completa dilatacién. La irritacién 
del simpatico, tambien produce dilatacién 
pupilar; pudiendo ser unilateral o bilateral 
y ocurrir en las enfermedades del pecho, el 
mediastino y en las lesiones de la médula 
cervical. En un promedio de ochenta por 
ciento de tabes dorsal, hay cambios pupil- 
ares y consisten en la inmobilidad refleja 
de la pupila. Cuando la afeccién interesa 
al nervio 6ptico, se manifiesta por cambios 
de cuatro tipos principales en el campo 
visual, como sigue: 

(a) Contraccién concéntrica en la neu- 
ritis y atrofia simple. 

(b) Escotoma central, causada por en- 
venenamientos, hemorragias y arterioes- 
clerosis. 

(c) Memianopsia bitemporal, en lo gen- 
eral se debe al engrandecimiento de la glan- 
dula pituitaria o a la presion en el quiasma 
éptico. 

(d) Hemianopsia homénima, producina 
por lesiones entre el quiasma y el centro 
de los conos. 

Los cambios en el nervio 6ptico, son la 
atrofia y el edema. En la mayoria de los 


casos, la atrofia simple se debe a la tabes - 


y al envenenamiento por el alcohol. El 
edema papilar, es causado por los tumores 
y abscesos del cerebro, meningitis cronica 
de: la base, hidrocefalia, trombosis en los 
senos y hemorragias en la base. 

Las enfermedades de los misculos ocul- 
ares externos, producen nistagmos, paral- 
isis, espasmos y estrabismo. El] sintoma 
nistagmo, puede resultar de una gran vari- 
edad de causas; en la paralisis adquirida 
hay diplopia. La causa mas comun de 
paralisis ocular intracraneal, es la sifilis, 
puede resultar de una esclerosis diseminada, 
heridas, cambios vasculares y tumores. 
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The Inter-Relationship of Urological Conditions 
and Diabetes Mellitus. 


CHARLES S. VIVIAN, 


M. D. 


PHOENIX, ARIZONA 


It is not uncommon to find two or more 
diseases affecting the same individual; 
notably the co-existence of tuberculosis and 
diabetes mellitus; or tuberculosis, syphilis, 
and diabetes. Very little study has been 
made of urological conditions complicating, 
or co-existent with, diabetes. There is no 
reason to suppose, however, that these two 
conditions should not be found in the same 
individual, and it is the purpose of this 


paper to study the effect of one upon the 
other, or, if you choose, the effect upon the 
of the complicating urological 


diabetes 
pathology. 


Upon theoretical grounds it is entirely 
possible that the presence of urological con- 
ditions of the obstructive type in diabetic 
subjects should change the diabetic picture. 
In the treatment of seven hundred and fifty 
urological cases who required more than 
twenty-four hours hospitalization, there 
were only three cases of diabetes encoun- 
tered in which the inter-relationship be- 
tween these two states was of apparent im- 
portance. However, if the possibility of 
the co-existence of the two were borne in 
mind by those devoting their time to the 
treatment of diabetes, we believe the inci- 
dence of complicating urological pathology 
would be higher. Likewise, closer coopera- 
tion between the internist and the urologist 
should develop interesting data with regard 
to the effect upon diabetes of the removal 
of urological pathology. Consideration of 
certain facts in the pathological physiology 
of diabetes and.,in obstructing urological 
states with their resultant back pressure 
upon the kidney, will serve to establish 
more clearly the inter-relationship. 


The point of contact between the two is, 
of course, the kidney threshold for sugar. 
It is perhaps superfluous to state that by 
the kidney threshold for’ sugar is meant the 
percent of concentration of sugar in the 
blood at which it begins to be excreted in 
the urine. In other words, when the excess 
of sugar in the blood, unburned because of 
the diabetic state, reaches a certain percent, 
it is filtered through the kidneys. The 
point at which this occurs on an average 
has been found to be .14 per cent. Let us 
suppose for purposes of our hypothesis that 


the kidney does not filter sugar through 
at this concentration, but requires a higher 
percent before elimination begins. Then 
two explanations are possible. The first is, 
that because of some inexplicable, vital, 
hence mysterious, reason, the kidney holds 
back the sugar for the use of the body. This 
is inexplicable because the body has more 
sugar than it is possible for it to burn or 
utilize. But is it not infinitely more logical 
to regard the kidney as a sieve which does 
not possess a brain of its own but which 
does possess a dializing membrane through 
which colloids pass when they reach a cer- 
tain concentration in the blood? The func- 
tion of the kidney depends then upon the 
integrity of this membrane. Two clinical 
observations serve to reinforce this hypoth- 
esis; first, the presence of a hyperglycemia 
in prostatic cases where back pressure has 
deranged the kidney and where there is 
no sugar in the urine; second, the fact that 
frequently diabetic patients who have su- 
gar in the urine and an excess of sugar in 
the blood, have also casts, albumen, and 
red cells in the urine. Due consideration 
being given to other factors which enter 
here, if these abnormal findings persist 
after sugar is no longer present in the 
urine, and the blood sugar is within normal 
limits, the patient may be said to have a 
complicating nephritis. On the other hand, 
when sugar is no longer being passed 
through the kidneys, and the concentration 
of it in the blood is within normal limits, 
if albumen, casts and red cells are no longer 
present, is it not reasonable to assume that 
the excess of sugar has acted as an irritant 
upon the excretory mechanism of the kid- 
ney, and that irritation of the kidney has 
stopped when sugar is no longer being ex- 
creted? The sequence which we have just 
described is frequently observed by one who 
is treating diabetes. 


As a matter of fact, it has been shown 
by numerous observers, notably Richards, 
that the process by which colloids of the 
blood reach the urine is one of osmosis. 
It has also been demonstrated that the 
optimum differential pressure at which this 
filtration takes place is 40 mm. of mercury, 
the differential pressure being, of course, 
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the remainder when the pressure in the kid- 
ney pelvis is subtracted from the blood 
pressure in the renal capillaries. Then the 
ability of the kidney to excrete colloids 
varies inversely as the pressure in the kid- 
ney pelvis approaches that of the blood. 


In the brief outline of case histories 
which follow, certain occurences, apparently 
explained by means of the facts just re- 
cited, seem to point to the inter-relationship 
which we are endeavoring to bring to your 
attention. 


Case No. 1,—Mr. F. J., referred by Dr. Wil- 
lard Smith, Phoenix, because of diabetes and pus 
in the urine. This patient was given 150 grams 
of fat, 85 of carbohydrates, and 85 of protein. Pre- 
vious to this he had been taking 31 units of in- 
sulin. Pus and colon bacilli persisting in the 
urine, cystoscopy was done. Nothing of unusual 
interest was demonstrated until pyelography of 
the right kidney pelvis was done. The urine from 
this kidney was infected. A stricture of the ureter 
and a nephroptosis was shown. 


Treatment consisted of dilatation of the ureter, 
which was done twice, and a gradual increase of 
the diet. After the second dilatation and drainage 
of the kidney pelvis, the urine remained sterile 
and the patient was enabled to take an increase 
in diet equivalent to 110 grams of carbohydrate, 
96 of protein and 220 of fat, with the same dose 
of insulin which he required to burn 150 grams of 
fat, 85 of carbohydrates and 85 of protein, before 
drainage was done. The blood sugar fell in the 
two instances from .17 per cent, to .15 per cent., 
and he gained 12 pounds in weight. 


This may have been pure coincidence, but it 
would seem that the removal of the obstruction 
to the outflow of urine in one kidney, together 
with the elimination of infection, had something 
to do with the improvement in the diabetic state. 

Case No. 2.—Man referred by Dr. H. T. South- 
* worth, Prescott, because of diabetes and sepsis. 
The first week of August the patient was seized 
with a sharp pain in left loin radiating to the 
testicle and penis. Simultaneously he had a chill 
and rise in temperature to 106 axifary, and drop- 
ping to 97 in 12 hours. The urine showed a pure 
culture of colon bacillus. Under treatment, pa- 
tient continued to run an irregular fever although 
he was sugar free on a diet of 100 grams of car- 
bohydrates, 65 grams of protein and 80 grams of fat, 
with 67 units of insulin. He was cystoscoped and 
a stone located in the lower part of the left ureter. 
Two hours ‘following dilatation of tne ureter, the 
stone was expelled spontaneously, after which 
the temperature remained normal. Following the 
expulsion of the stone, the patient was on a diet 
of 125 grams of carbohydrate, 80 of protein and 
120 of fat, requiring 70 units of insulin. In other 
words, with the addition of 10 units of insulin he 
was able to burn 38 grams additional of sugar 
formers. The urine was still infected, however, 
and the improvement was not permanent, for 
after an interval he began to spill sugar in the 
urine on the same diet and same dose of insulin. 
Both ureters were catheterized while the patient 
was still eliminating sugar in the urine. The 
urine from the right kidney contained .263 per 
cent.; that from the left .138 per cent., and the 
phthalein output on the right was one and one- 
half times that of the left. 


In this case, as in the first one, improvement 
was brought about to the extent that the number 
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of sugar formers and the dosage of insulin with 
which no sugar was found in the urine, were the 
same as had produced sugar in the urine previous 
to the dilatation of the stricture in the ureter. 
This man at the present time has pus in his urine, 
and has not shown the marked improvement in 
sugar tolerance that the first case did, although 
at the present time, following dilatation of the 
stricture, he no longer shows sugar in the urine 
with the same diet and the same dose of insulin 
as before the last cystoscopy. 

Case No. 3.—Mrs. N. A., Am., white, age 36 
referred by Dr. E. Payne Palmer, Phoenix. The 
patient was admitted to hospital in diabetic coma, 
and after she had recovered from her coma she 
was able to take 60 grams of carbohydrates, 60 
of protein and 90 of fat, and required 90 units of 
insulin to burn this. Blood sugar was .35 per 
cent. Cystoscopy and pyelography were done, 
and a nephroptosis with infected urine and two 
kinks of the ureter were demonstrated on the 
left. A week after dilatation of the ureter and 
proper support for the nephroptosis, she was able 
to burn 110 grams of carbohydrate, 110 of protein, 
and 220 fat, with 85 units of insutzn. Blood sugar 
had dropped to .28 per cent. 


CONCLUSIONS 

Three cases have been presented in which 
seeming improvement in the diabetic state 
took place following the correction of uro- 
logical pathology. No attempt has been 
made to explain these phenomena, but a 
possible theoretical relationship has been 
outlined. 





LA INTER-RELACION DE ESTADOS 
UROLOGICOS CON LA DIABETES 
SACARINA., 

Dr. Charles S. Vivian, Phoenix, Ariz. 

No es extrafio la existencia de dos 0 mas 
enfermedades que afecten al mismo in- 
dividuo. Como base de teoria, es razonable 
creer que el estado de obstruccién uroldégica 
en un diabetico, influiré al desarrollo del 
aspecto diabetico. 

En el tratamiento de setecientos cincuen- 
ta casos urolégicos, tres fueron diabéticos, 
cuya inter-relaci6n es interesante. La im- 
portancia de esta relacién es el paso del 
azucar por el riién. Cuando la concentra- 
cion del azucar, asciende a un .14 por ciento 
en la sangre, se empieza a excretar por la 
orina; y si hay alguna presion por lesiones 
urolégicas, la abilidad del rifion para excre- 
tar la orina disminuye, lo que viene a ser 
otro factor de retencion de azucar em- 
peorando el estado del diabetico. 

De estos tres casos, el primero tenia una 
estrechez del ureter y una nefroptosis. La 
estrechez fue dilatada, removida la presién; 
se aumento la dieta notablemente y el 
azucar de la sangre bajo del .17 al .15 por 
ciento. 

En el segundo caso habia un calculo en 
el ureter, con una infeccion; el ureter fue 
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dilatado, expulsado el calculo y tratada la 
infeccion. El azucar desaparecié de la orina 
con la adaptacion de la dieta y = primera 
dosis de insulina. 

El caso tercero fue admitido en estado 
de coma diabetico y tratado con todo exito. 
Requirié 90 unidades de insulina para que- 
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mar 60 gramos de carbohidratos, tenia 
un .35 por ciento de azucar en la sangre. 
Despues de tratada la nefroptosis y la in- 
feccion urinaria, la enferma pudo tomar 
110 gramos de carbohidratos con la ayuda 
de 85 unidades de insulina, bajando el 
azucar de la sangre a un .28 por ciento. 





SYMPOSIUM ON GALL BLADDER DISEASE 


RECENT ADVANCEMENTS IN X-RAY 
DIAGNOSIS 


W. Warner Watkins, M. D., Phoenix 


Until quite recently, the x-ray examina- 
tion for gall-bladder disease was, in the 
majority of cases, unsatisfactory. Unless 
we secured gallstone shadows or could show 
the shadow of an enlarged or thickened 
gall-bladder on films, our proof of gall- 
bladder disease was apt to be inconclusive. 


Since the demonstration of gallstones so 
often failed and, when obtained, indicates 
a very late stage of gall bladder pathology, 
we ceased to pay much attention to gall- 
stones several years ago, and concentrated 
our attention on securing a gall-bladder out- 
line on the films or, lacking this, to elicit 
certain indirect evidences of gall-bladder 
disease. We still think that the appearance 
of a distinct gall bladder outline on the 
usual radiograph indicates either a thick- 
ened gall-bladder wall or abnormally dense 
contents, therefore, chronic gall-bladder dis- 
ease. However, we are here, again, deal- 
ing with the late stages of gall-bladder 
pathology. In the earlier stages, we must 
draw conclusions from the indirect signs; 
for example, tenderness over the gall-blad- 
der area, when the filled stomach is pushed 
against it; this is a fluoroscopic demonstra- 
tion, because it is only with the stomach 
filled with barium that one can know for 
certain where the gall-bladder area is in 
any particular patient. The gall bladder 
may be found anywhere from the eleventh 
rib to the pelvic brim. We have shown gall- 
stones lying opposite the center of the 
sacro-iliac joint, and have also shown them 
half hidden by the shadow of the eleventh 
rib posteriorly; we quickly found after the 
gall-bladder was visualized in normal per- 
sons, that it varied in position over a wide 
range. Other indirect signs ar pressure 
against duodenum or stomach by a rigid 
but invisible gall-bladder, the evidence of 
this being the indentation deformity of the 
pylorus or duodenum as shown on films af- 
ter barium meal; hypermotility of the duo- 
denum or pylorospasm; evidence of adhe- 


(Read before the Deaconess Hospital Staff, Phoenix, Arizona, December 26, 1925.) 


sions about the duodenum, and many lesser 
signs. 

These were the things the radiologist 
looked for and on which his opinion as to 
whether or not gall-bladder disease existed 
was based. We still do all these things, 
but may have now the added advantage of 
working with a visualized gall-bladder. 

I will not waste any of my brief period 
on historical references to the development 
of this new technic. It consists, in a sen- 
tence, of the administration, intravenously 
or by mouth, of an iodin-containing dye 
which is eliminated in the bile, and when 
the gall-bladder is filled with dye impreg- 
nated bile, it casts an x-ray shadow; we 
speak of this technic as visualizing the gall- 
bladder by the injection-or ingestion of dye. 

Without going into the variations in 
technic, we will say that our present meth- 
od, subject to change without notice, is to 
administer the dye by mouth the evening 
before we make our first examination, be- 
ing approximately twelve hours after in- 
gestion of the dye. This may be done co- 
incidently with the usual gastro-intestinal 
examination. As the dye is precipitated 
by an acid medium, it must be given in cap- 
sules or pills coated with substances in- 
soluble in the stomach, such as salol, kera- 
tin, etc. Just the present, we are using a 
double capsule, the inner one containing 
half a gram of the dye, and the outer one 
filled with soda, the idea being that when 
the soda dissolves, the acid in the stomach 
will be neutralized and the inner capsule 
will spill its contents into an alkaline me- 
dium; to make more certain of this, soda 
water is given: along with the capsules. 
Usually ten capsules, or a total of 5 grams 
of dye are given during an evening. Every- 
thing going well, we expect to visualize the 
gall-bladder twelve hours later. Several 
things may prevent this visualization, as 
we will show in a moment. 

If we visualize the gall-bladder at the 
twelve hour period, we are in a position to 
make a detailed study of it, and the diagno- 
sis as to whether chronic gall-bladder dis- 
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ease exists or not should be correctly made 
in 95 percent of such cases. 


Do not expect, however, that such a 
visualization and a few films will give you 
a “picture” of gross pathology, because the 
whole procedure is a study of gall-bladder 
function and not of visible pathology. We 
still require all the accessory methods of 
examination; we must still watch the be- 
havior of pylorus and duodenum on the 
fluoroscopic screen, so that a barium meal 
examination is a necessary part of the 
technic; we must still examine the patient 
standing, prone and supine before the 
fluoroscope; we must still look for pressure 
and adhesion defects on duodenum or 
pylorus; we must still examine the patient 
over a minimum period of two days, often 
longer, because we must determine how the 
gall-bladder acts; how long it takes to 
empty, whether it has normal contractile 
power or not, whether it is enlarged and if 
so whether it displaces duodenum or hepatic 
flexure of colon, etc. 


With these facts in mind, consider the 
following brief reports of failures and suc- 
cesses in this method, and the lessons to 
be derived therefrom: 


Case 1.—Dye failed to absorb, most of 
the capsules showing unbroken at the ileo- 
cecal junction. This is probably due to 
hypermotility in the small bowel. The in- 
direct signs of gall-bladder disease had to 
be depended on and, fortunately, they were 
conclusive. There was hypermotility of 
duodenum and definite tenderness on palpa- 
tion; there is pressure deformity into sec- 
ond portion of duodenum and obstructive 
adhesions at the junction of first and sec- 
ond portion. Visualization was not neces- 
sary for diagnosis of surgical lesion of the 
gall-bladder in this case. 

Case 2. This patient showed a semi-cir- 
cular indentation into the inner side of the 
duodenal cap on the film of barium filled 
stomach. Such a deformity as this we have 
usually reported as indicating gall-bladder 
pressure and probably disease. In this in- 
stance, the gall-bladder, when visualized, is 
plainly shown on the opposite side of the 
duodenal cap. 

Case 3. Showed suspicious densities ly- 
ing directly over the area of kidney pelvis; 
also in position consistent for gall-bladder. 
Visualization of the gall-bladder showed 
them to be gall-stones. 

Case 4. A similar suspicious density in 
the gall-bladder region is shown, by visual- 
ization, to be entirely outside of the ‘gall- 
bladder. 
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Case 5. Suspected’ gall-bladder disease. 
Twelve hours after dye, a slightly irregu- 
lar and élongated gall-bladder is visualized. 
At twenty hours the shadow has disap- 
peared, showing normal capacity to empty. 


Case 6. Gall-bladder visualized at twelve 
hours; distinctly smaller and denser at 
thirty-six hours; larger and fainter, but 
plainly outlined at sixty hours, showing im- 
perfect emptying power and long retention 
of contents. A definitely pathological or- 
gan. 

Case 7. This gall-bladder shows a faint, 
large outline at twelve hours. It indents 
the barium filled cap and does not empty 
itself in twenty hours. It is probably a 
bladder which retains stagnant bile, ad- 
mitting only a small amount of dye-impreg- 
nated bile to cast a faint shadow. 

It will be seen, therefore, that the most 
striking shadows will be cast by the normal 
gall-bladders, and the abnormal organs are 
the ones which are likely to give unsatis- 
factory shadows. 

Lange has recently given a very master- 
ful discussion of this subject in the Journal 
of the American Medical Association. There 
are several kinds of pathological gall-blad- 
ders which may not visualize with the dye. 

(a) If there is blocking of the cystic 
duct, or of the hepatic duct, the gall-blad- 
der, of course, will not visualize, because 
the bile which contains the dye must en- 
ter the gall-bladder in order to visualize it. 

(b) If the gall bladder is filled with 
stagnant bile, which does not empty out 
and permit the entrance of new bile carry- 
ing the dye, we will not secure visualization. 

(c) If the gall-bladder lacks contractile 
power and empties and refills slowly, we 
mav secure a faint shadow, which probably 
will not change materially at subsequent 
examinations. The same thing is true of 
gall-bladders filled with stones, which ad- 
mit either no new bile or only small 
amounts. 

In addition to these pathological states 
which. are of significance when rightly in- 
terpreted, we have certain conditions which 
interfere with the satisfactory examination. 
As in Case I, when the capsules did not 
break and liberate the dye. The dye may 
be precipitated when liberated, or it may 
be vomited, or some unknown factor ~mav 
interfere with its proper absorption from 
the intestine. However, if we find the dye 
gone from the intestinal tract, we are en- 


‘titled to suspect some interference with its 


entrance into the gall-bladder, when no 
shadow of that-organ appears on the films. 
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RECIENTES ADELANTOS DE DIAGNOS- 
TICOS POR LOS RAYOS X. EN LAS 
ENFERMEDADES DE LA VESI- 
CULA BILIAR. 

Leido en el Hospital Diaconess ante el 
Cuerpo Medico, el 26 de Diciémbre de 1925, 
por el Dr. W. Warner Watkins, Phoenix. 

Harta fecha muy reciente, los radiologis- 
tas se han atenido principalmente a los sig- 
nos indirectos de las enfermedades de la 
vesicula biliar observando fluroscopicamente 
el funcionamiento del estomago y el duo- 
deno. Este servicio, ultimamente ha tenido 
impulsos decididos en los metodos de vis- 
ualizacion de la vesicula. La tecnica con- 
siste en suministrar por la via bucal cinco 
gramos de color, por, la tarde y hacer el 
examen de rayor X. la majfiana siguiente y 
luego a intervalos cortos. La visicula vis- 
ualizada por este metodo, puede ser estudi- 
ada con grandes detalles, con o sin la com- 
ida de bario; y el diagnostico resulta cor- 
recto en un 95 por ciento. Sesenta casos 
han sido examinados por este metodo en los 
dos ultimos meses y los resultacos han sido 
eminentemente satisfactorios. Es cierto 
que ha habido algunos fracasos, pero esto 
se ha debido a la falta de absorcion del 
color. Las vesicular biliares patolégicas se 
revelan menos que las normales. £1 metodo 
de referencia, ofrece grandes ventajas sobre 
cualquier otro que se emplee en determinar 
la capacidad funcional de ese organo. 





THE INDICATIONS FOR OPERATIVE 
PROCEDURE ON THE GALL BLADDER 


Charles S. Vivian, M. D., Phoenix. Ariz. 

At the time most of us received our 
training in surgery, cholecystotomy was 
the usual operation performe on the gall 
bladder. Simple drainage of this viscus, 
however, was soon found to be inadequate 
in dealing with many of the conditions 
which are present in it. The pendulum has 
swung to the other extreme at the pres- 
ent time, so that the majority of opera- 
tions performed are cholecystectomies. The 
question naturally arises then as to wheth- 
er there is ever an indication for cholecys- 
totomy. 


Certainly one would hesitate to remove 
an acutely inflamed gall bladder filled with 
pus, for we have learned from bitter ex- 
perience that this procedure is attended 
with a high mortality. Yet I venture to 
say that with improved technic even this 
type of gall bladder may be removed bod- 
ily and the patient survive. Removal of 
the gall bladder in toto is not a formidable 
procedure in expert hands. There are in- 
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stances, however, in which--the technical 
difficulties presented by a given case are 
not easily overcome, as, for example, in 
the very obese individual in whom it is im- 

ssible to even see the cystic duct, much 
ess to clamp it off. In other words, it is 
better to do a drainage operation if the 
failure of the patient to relax under an- 
esthesia or the inability of the operator 
to deliver the gall bladder into the wound, 
prevents a safe ligation of the duct and 
artery under the eye. 


Permanent drainage of the gall bladder 
is better accomplished by cholecysto-duo- 
denostomy or cholecysto-enterostomy, than 
by permanent attachment to the skin. 


Neutralization of hyperacid stomach of 
gastric ulcer may be accomplished by an- 
astomosis between the gall bladder and the 
stomach; this operation, however, is seldom 
done. 

To reiterate, cholecystotomy is indicated 
in those cases in which the gall bladder is 
diseased to a point beyond which it is safe 
to remove it, or in those cases in ;which 
the technical difficulties presented are un- 
surmountable. 


Cholecystectomy is indicated in infected 
gall bladders during the interval between 
attacks; in all cases of strawberry gall 
bladder; in all cases where the cystic duct 
is blocked, and the gall bladder distended, 
and filled with fluid, or so called “hydrops 
of the gall bladder. Let me say here that 
in my opinion if there are small stones in 
the gall bladder, and there is a question 
in the mind of the operator as to whether 
or not he has milked them all back into 
the gall bladder before applying a clamp to 
the cystic duct, it is better surgery to leave 
the gall bladder and drain it in the hope 
that any stones which may have been 
pushed into the duct will be discharged 
into the gall bladder and thence out of the 
wound, for if the gall bladder is removed, 
and there is a stone forced into the com- 
mon duct by this procedure, intractable 
jaundice, presenting difficulties for its re- 
lief which are in excess of the technical 
difficulties which may be encountered in 
doing a secondary cholecystectomy, will 
result. The same may be said of those 
cases in which stones are formed in the 
liver, and find their way into the gall blad- 
der. 

Cholecysto-duodenostomy is__ indicated 
where a malignant growth blocks‘the exit 
of the bile into the bowel, to furnish a 
channel by which this fluid may léave: the 
liver and be delivered to its destination in 
the duodenum; or in those cases’in which 








124 


chronic pancreatitis makes it desirable that 
the ducts of the pancreas be drained. 


Cholecysto-gastrostomy is indicated in 
an occasional case of gastric ulcer, although 
medical means will probably better serve 
the purpose. 

The type of operation to be performed 
should of course be decided upon before the 
abdomen is opened, but this decision should 
not prevent the operator from changing his 
mind when confronted with ‘the actual 
pathology present. Any one attempting to 
do gall bladder surgery should be ready and 
prepared to do any of the operations upon 
the gall bladder or upon the ducts. 

In conclusion, let me say that the urolo- 
gists have taught us that a two stage pros- 
tatectomy is advantageous; this may be ap- 
plied to gall bladder surgery as well, and 
a simple drainage be followed by removal 
of the offending organ at a more oppor- 
tune time. 


LAS INDICACIONES PARA EL PROCED- 
IMIENTO OPERATIVO EN LA 
VESICULA BILIAR. 

Dr. Chas. S. Vivian, Phoenix 

La colecistotomia ha sido del todo reem- 
plazada por la colecistectomia; no obstante, 
hay casos que solo reclaman un simple 
drenage de la vesicula, tales como cuando la 
patologia del organo ofrece un peligro por 
la remocion, o cuando la dificultad de la 
técnica no lo permite en forma razonable y 
segura. La remocién de la vesrcula, esta 
indicada en todas las infecciones de ese 
organo, pero no en los cases agudos, sino 
entre los periodos del ataque. Tambien 
esta indicada la remocion para Tas vesiculas 
color de fresa; cuando el conducto cistico 
esta bioqueado. La_colesisto-duodenos- 
tomia, se practicara cuando algun aesarrollo 
maligno obstruya el paso de la bilis hacia 
el intestino; pero el tipo de operacién se 
determinara de acuerdo con las circunstan- 
cias patolégicas del caso. 








NON-SURGICAL DRAINAGE OF THE 
GALL BLADDER 

George E. Goodrich, M. D., Phoenix, Ariz. 

Although the subject of my paper for 
the evening’s program was the treatment 
of diseases of the gall bladder tract, it 
seems to me that in as much as that sub- 
ject is going to be covered by another paper 
here this evening, I had better discuss an- 
other phase of gall bladder disease which is 
of particular interest to me. That is the 


etiology and diagnosis of gall bladder tract 
infections. 
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A pretty thorough review of the litera- 
ture leads one to believe that diseases of 
the gall biadder tract are practically all due 
to infection. Assuming that this is true, 
then the question which arises for answer 
- by what route do these infections take 
place. 


Deaver, Chas. Mill, and many other men 
believe that the infection takes place 
through the bile itself; that ‘the liver is 
constantly acting as a filter just as the 
kidneys are; that some of the bacteria pass- 
ing through the liver have not been de- 
stroyed in their progress, and pass on with 
the bile into the gall bladder tract. If 
there is a normal flow of bile through the 
tract, these bacteria probably do not cause 
any trouble. However, when there is a 
disturbance of the normal progress of di- 
gestion, with a consequent slowing of the 
bile through the gall bladder tract, infection 
takes place. The great preponderance of 
ovinion in the literature is that a slowing 
of the bile is the predominating factor in 
gall bladder infections. 


Meyer of San Francisco showed also that 
the gall bladder wall possesses the same 
possibilities of picking up bacteria from the 
blood stream that the liver does. If this is 
true, then probably some of the infections 
take place directly in the gall bladder wall 
from the systemic circulation. Probably in 
a very small percentage of cases, infection 
takes place through the lymphatics from 
disease in neighboring organs. But the evi- 
dence of recent years is all against this 
having taken place in many instances. 


The one striking thing that has been 
brought to my attention from the non-sur- 
gical drainage of the gall bladder is, that 
many of these cases of gall bladder disease 
are of an infectious nature and probably 
take years in their development to such a 
place as to call the attention of the clinician 
to the gall bladder as the source of path- 
ology. I think it would be discovered in 
doing drainage of the gall bladder, that 
many of these cases will be found very 
much earlier in their progress than would 
be done in any other way. The cases of 
acute gall bladder are easy to diagnose. 
Cases of empyema of the gall bladder might 
be confused with an appendiceal abscess or 
perinephritic abscess. Those cases of low 
grade infection of the gall bladder from 
which patients complain of dyspepsia or 
biliousness, are very frequently overlooked. 
Non-surgical drainage of the gall bladder 
is a routine in my examinations of gastro- 
intestinal cases, and it is my opinion that 
many of the cases that complain of bilious- 
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ress, which I, think describes their symp- 
tomatology pretty well, are due to low 
grade infections of gall bladder. 


The question of diagnosis I do not intend 
to go into here, as the general subject is 


as well understood hy the members present *: 


as by myself. I merely wish to emphasize 
the importance of non-surgical drainage as 
a means of diagnosing many of these cases 
early. 


As to the technic of non-surgical drain- 
age. A Reyfuss or Metzler tube is given to 
the patient in a sitting position to swallow. 
This can be aided by.having the patient 
swallow and breathe very much as you do 
in passing the Ewald stomach tube. After 
the bulb enters the stomach, the tube is 
clamped. This is a very important step in 
the procedure and unless this tube is 
clamped it will not pass the pylorus. The 
patient is told to lie down on his right side 
and is then given at frequent intervals a 
small quantity of water to drink. As soon 
as the bulb has passed the pylorus 20 c.c. 
of concentrated magnesium sulphate is in- 
jected. You know the tube has passed 
the pylorus when you begin to have bile 
through the tube. This is bile coming from 
the common duct and is called A bile. If 
in twenty minutes following the injection 
of magnesium sulphate we do not get any 
B.bile. through the tube, we have been in 
the habit of re-injecting about 10 c.c. of 
the concentrated. magnesium sulphate solu- 
tion every tén to fifteen minutes. Many 
of these cases, will not empty the gall: blad- 
der on one injection. Immediately after in- 
jection of the magnesium sulphate for a 
few minutes the tube is re-clamped. When 
from the first drainage, and many times for 
as many as three drainages, no B bile is 
obtained, one should not be discouraged, for 
if there is a catarrhal condition present in 
the cystic duct or in case of catarrhal jaun- 
dice in the common duct, B bile will not 
be obtained. ,On the first drainage prac- 
tically all one will get is mucus. Possibly 
on the second or third a few flakes of B 


_bile, and then on the third or fourth drain- 


age one will obtain thick black tar-like ma- 
terial which is the B bile. 





CASE REPORT OF GUNSHOT WOUND 
Dr. John A. Hardy, El Paso, Texas — 


On September 6th I was called to attend 
a man who had been shot through the base 
of the neck. The wounded man was a Mex- 
ican, about 25 years old, and of powerful 
physique. He had been shot about an hour 
before I saw him. 


‘ly to the right. 
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-. Upon examination I found that the 
wound of’ entrance was in front and slight- 
«That of exit just to the 
median line behind. Bleeding from the 
wounds had practically ceased, and appar- 
ently had been negligible. He was com- 
pletely paralyzed, and was deeply uncon- 
scious. Careful examination of his scalp 
showed no evidence of any blow on the head 
which I thought he might have sustained 
by falling. The statement of a man who 
was with him corroborated this. His pupils 
were moderately contracted, skin dry, res- 
piration fairly easy, and regular, 30 per 
minute. Heart action surprisingly good 
and from 100-110 per minute. In spite of 
this relatively good heart action there was 


no radial or temporal pulse. 


There was apparently little change in his 
condition for the next 13 hours, when sud- 
denly the attending nurse noticed that. the 
respiration grew suddenly slower until it 
reached a rate of 10 per minute, the pulse 
réappeared inthe superficial arteries, 
though very rapid. Death ensued in about 
an hour. 


Permission for autopsy was refused, but 
reluctantly given to explore the wound. It 
was found that the bullet had partially 
severed the cord between the 5th and 6th 
cervical vertebrae. No important blood ves- 
sels were injured. 


‘There are three points of interest in this 
symptomatology. First, the absence of 
pulse in the superficial arteries in spite of 
a relatively good heart action; second, the 
réappearance of the pulse just before 
déath; third, the almost immediate uncon- 
sciousness, for which shock or hemorrhage 
obviously had only a small part. 


The absence of pulse was doubtless 
caused by sympathetic stimulation causing 
an intense vasomotor constriction of the 
arteries. The reappearance of the pulse 
shortly before death doubtless. meant that 
the sympathetic system had become ex- 
hausted by this intense, continuous stimu- 
lation—the tired out vasoconstrictor nerves 
allowing the arteries to dilate. The heart 
which necessarily shared in the sympa- 
thetic stimulation was slowed by the tre- 
mendous increase in blood pressure caused 
by the arterial constriction. 


The comatose state was obviously not 
due to injury to the brain, shock or hem- 
orrhage. There is no hypothesis that will 
correlate with the symtomatology except 
that the man died of cerebral anemia, 
caused by the constriction of the arteries 
to the brain. 
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A SLIGHT CHANGE IN POLICY 

Our attention was called, recently, to the 
inconsistency in our policy of advocating a 
self-sufficient medical profession in the 
southwest, while we carried under the head- 
ing of “Specialists in the Southwest” the 
professional cards of several specialists out- 
side of the bounds of what we regard as 
the “Southwest.” We saw the force of this 
‘argument and have discontinued the cards 
of all specialists who do not practice within 
the geographical bounds of the southwest 
and our publisher will, in the future, ac- 
cept such cards only from practitioners in 
good standing in Arizona, New Mexico, 
western Texas, or northern Mexico. 

It is hoped that the medical profession of 
this district will give due recognition to 
this change of policy. 


ARIZONA STATE MEDICAL 
TION MEETING 

The forthcoming meeting of the Arizona 
State Medical Association in Globe, on 
April 26, 27 and 28, bids fair to be a not- 
able one. The Gila County Society is noted 
for its hospitality and it is safe to assume 
that nothing in the line of entertainment 
which can be crowded into the three days, 
will be omitted. The “twin cities” of Globe 
and Miami offer several unique attractions 
‘for visitors, and the privileges of visiting 
mines and smelters will, no doubt, be given 
the visiting doctors. 

The program of papers has not been en- 
tirely completed, but will be published in 
full in the next issue of SOUTHWESTERN 
MEDICINE, which will be issued early in 
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April. The following comprises a partial 
list of papers: 
“The Recognition and Treatment of 


Urinary Infection’—Dr. Wm. F. Braasch, 
Mayo Clinic, Rochester. 





“The Influence of Focal Infection in Re- 
lation to Tuberculosis”—Dr. Chas. C. Brown- 
ing, Los Angeles, Calif. 

“Tron Therapy, New Light on an Old 
Subject”—Dr. George Dock, Pasadena, 
Calif. 

“Contraceptive Technic’—Dr. James F. 
Cooper, Medical Director, Research Depart- 
ment American Birth Control League. 

“Ethylene Anesthesia”—Dr. Harry R. 
Carson, Phoenix, Ariz. 


“Tularemia”—Dr. Ancil Martin, Phoenix, 


“Radiant Energy in Accessible Malig- 
nancy”—Dr. W. Warner Watkins, Phoenix, 


“Nephroptosis 
Phoenix, Ariz. 

“Intestinal Obstruction—Report of Three 
Cases”—Dr. Hal W. Rice, Morenci, Ariz. 

“The Public’s Interest’—Dr. Wm. 0. 
Sweek, Phoenix, Ariz. 


“The Pathology of Bone and Joint Tuber- 
culosis”—Dr. John W. Flinn, Prescott, Ariz. 

“Ureteral Calculi”—Dr. Wm. G. Shultz, 
Tucson, Ariz. 


Several other papers will be added, the 
plan of the Program Committee being to 
leave sufficient time for full discussion af- 
ter each paper or group of papers. 

Some speaker for a general evening ses- 
sion, open to the public, will be secured, in 
line with the plans of the Gila County So- 
ciety, which contemplate launching un edu- 
cational program in the state, looking ‘to an 
improvement in public health legislation. 

The President of the State Association 
is Dr. R. D. Kennedy, of Globe; the Presi- 
dent-Elect, who takes office at the begin- 
ning of this session is Dr. Geo. A. Bridge, 
of Bisbee. 


"Dr. Charles S. Vivian, 
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LYSANDER W. BLACK | 
Doctor Lysander W. Black, of Carlsbad, 
New Mexico, died at that''place on Febru- 
ary 9th from cerebral hemorrhage, at the 
age of 72 years. 
Dr. Black was born in 1854, and grad- 
uated from the Western Reserve School of 


‘ Medicine in 1890. He came to New Mex- 


ico in 1906; and was an active practitioner 
there up to the time of his death. He was 
a-member of the Chaves County and the 
New Mexico State Societies, and was a Fel- 
low of the American Medical Association. 





DOCTOR ROBERT E. LEE NEWBERNE 


The death of Doctor Robert E. Lee New- 
berne, one time Chief Medical Supervisor 
of the Indian Service, occurred recently at 
the Indian School Sanitarium, at Phoenix, 
Ariz. Doctor. Newberne came to Phoenix 
several months ago, for recuperation from 
chest complications resulting from pneu- 
monia. The direct cause of death was 
diabetes with which he had suffered for 
several years. When he failed to recuper- 
ate after several months in Phoenix, he en- 
tered the Sanitarium, shortly thereafter 
going into coma from which he did: not 
rally. 

Doctor Newberne was born in 1872, being 
fifty-four years old. He was a graduate 
of Georgetown University, class of 1893, 
and had_ been cormnected with the Indian 
Service during all*of his medical career. 





GOVERNOR SMITH ON PUBLIC HEALTH 
While opposed to the ideas- of Governor 


Smith of New York, on prohibition, we are. 


certainly attracted by his intelligent atti- 
tude toward public health. A, recent issue 
of Health News from the New York De- 
partment of Health quotes from his annual 
message to the Legislature, among other 
things, the following: 

“IT renew the recommendation of a year ago 
that careful consideration be given to the protec- 
tion of the people of the State from unlicensed 
and unqualified persons practicing medicine. The 
cooperation of the medical profession is an essen- 
tial factor in the protection of the public health, 
as well as in the: care of the sick. A very large 
part of modern public health is urging people to 
get the advice of their physicians before serious 
and perhaps incurable conditions have developed. 
Such effort comes to naught if unqualified persons 
are allowed to hold themselves out as physicians. 
The subject is a difficult one, but the ‘State of 
New York should take the lead in establishing 
high standards of medical practice, and providing 
a practicable plan for their enforcement. It is a 
matter of justice to qualified physicians and of 
protection to the public.” (Heath News—New 
York State Department of Health.) 
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_TYPHOID SEASON IS COMING 

We see many good things in the Weekly 
Bulletin of the New Mexico Bureau of Pub- 
lic Health. One of the best is the. Zollow- 
ing quotation from an article by President 
Glenn Frank, of the University of Wiscon- 
sin. President Frank has been much. in 
the public eye lately, and we would think 
deservedly so, from the tone of this quota- 
tion: 

“It was Lord Palmerston, I believe, who sug- 
gested that for every death from typhoid some- 
body should be hanged, If we really appreciated 
the central significance of health, as we do not, 
we might evolve a new. definition of treason in the 
light of Lord Palmerston’s suggestion. 

+ * . 6 ‘Ss 2 

“Some day we shall test every educational sys- 
tem by its reaction upon the health of its stu- 
dents. Its buildings, its curriculum, its teaching 
methods, must conspire to preserve the student’s 
health while he is in school and must teach him 
how to preserve his health after he leaves school. 

“Is it fantastic to think that some day the state 
will see to it that grocers and cooks, before they 
are allowed to practice their professions, know 
something about the relations between distribu- 
tion and preparation of food and the health of 
the American family? 

. ” ~ . . + . 


“We calmly spend barrels of money on the en- 


‘forcement of prohibition, feeling quite righteous 


over the fact that we have dared to take such 
heroic measures in the interest of the health and 
vital stamina of the American peopla 

“But inattention on the part of the average 
American to the simplest rules of sane physical 
living means a greater annual loss of life and 
reduction of national vitality than alcohol ever 
meant. 

“Why can we not harness the power of the re- 


‘forming: instinct that achieved prohibition to the 
:broadey: and more important issue of a national 


health army, a national health program, a national 


, health campaign? 


“Is it because we can make speeches against a 
thing like alcohol with mere passion, whereas it 
takes active intelilgence and a scientific mastery 
of detailed knowledge to evolve a national health 
program?” 





SMALL POX IN NEW MEXICO 

New Mexico has an enviable record in 
the prevention of small pox by vaccination. 
The Bureau of Public Health of that state 
recently calls attention to an outbreak in 
Roosevelt County and hauls the County 
School Superintendent of that county upon 
the carpet for allowing this to occur. Two 
years ago there was an outbreak in Mc- 
Kinley County in which not a single school 
child was infected because all had been vac- 
cinated. In the present outbreak in Roose- 
velt County, several school children are sick 
and, upon investigation, it was found that 
not a single dne of the children taken sick 
had been vaccinated. Since the law of New 
Mexico places the responsibility for enforc- 
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ing the vaccination requirements upon the 
School Superintendent, he should have a 
difficult time reconciling this outbreak with 
his official responsibilities. 





ARE WE SAFE FROM MALARIA? 


It has been the boast of certain portions 
of the southwest that malaria ts unknown 
there. This is riot due to any peculiar cli- 
matic condition, but to the absence of the 
anopheles mosquito. Granted the presence 
of this insect and a sufficient opportunity 
for them to become infected and malaria 
can appear anywhere. The Weekly Bulletin 
of the New Mexico Bureau of Public Health 
recalls that one of the populous regions of 
that state was once a playground for 
malaria. For some reason, the anopheles 
mosquito almost disappeared and with it, 
malaria went. Recently this mosquito has 
reappeared and along with them a large 
increment of infected people from the 
South. Malaria is again rampant in that 
community. Those sections of Arizona and 
New Mexico where mosquitoes abound 
should take whatever precautions are neces- 
sary to control mosquitoes for the irrigated 
districts of those states are a continual in- 
vitation to malarial infection. We need 
only the concomitant introduction of the 
anopheles mosquito and a sufficient number 
of infected people from the South or from 
Mexico to give rise to a serious outbreak. 





THE HOSPITAL 


The following copyrighted “sermonette” 
by Dr. Frank Crane, taken from a recent 
issue of The Arizona Republican, of Phoe- 
nix, is republished, as a fitting editorial 
sentiment to accompany the account of the 
Hospital Conference of The American Col- 
lege of Surgeons and the papers presented 
at that conference, which papers and dis- 
cussions will be found elsewhere in this is- 
sue of SOUTHWESTERN MEDICINE: 


The medical profession is simply the best in- 
telligence of the race applied to the subject of 
health. 

It is common sense addressed to physical wel- 
fare. 

It is fact versus hocus-pocus; truth versus 
fiction; experience versus fancy; noonday versus 
twilight. 

At least that is what it ought to be, strives to 
be. That is its ideal. It does not attain it, of 
course; fdr an ideal attained is no longer an ideal. 

We criticise regular doctors, and pooh-pooh their 
pretensions (until we get sick) just as we cry out 
against legislators, governors, and all others who 
have public responsibilities, because that is our 
favorite indoor sport. We don’t mean it, 

The hospital is the physician’s workshop. That 
is all it is. It is merely a place where he can 
work to best advantage, as a mechanic can work 
better in his shop with all his tools about him, 
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and a cook can produce better meals in her kitchen 
than over a camp fire. 

If it is worth while having a medical profession 
at all, it is worth while having a place where 
they can do their best, 

That means that a city’s hospitals are a measure 
of the city’s intelligent regard for its life. 

The enemies of the hospital are selfishness, 
callous indifference, ignorance and superstition. 

The peanut-souled citizen who ts well and does 
not want to disturb his peace by thinking about 
sickness, will not assist the hospital. 

The fakers, frauds, patent medicine grafters, and 
other vultures that profit on the miseries of their 
fellows, do not help hospitals. 

The faddists, monomaniacs, religio-philosophic 
cranks, and all those who put their peculiar super- 
stitious obsessions above their reason, do not fa- 
vor hospitals. 

But every physician who has carefully prepared 
himself for his life work, who has studied what 
the. wisest have learned before him, who has 
learned at the feet of the most skillful, who has 
sworn loyalty to truth and seeks honestly to prac- 
tice his art in a way to be of the most benefit 
to men, every physician, in fine, that wants to do 
his best, wants a hospital, for that is the best of 
places in which to do it. i 

And an intelligent and sane community wants 
a hospital because it wants those who are set apart 
to care for its health, to do good work, the best 
possible work, under the best possible conditions. 





GILA COUNTY (Ariz.) MEDICAL SOCIETY 


The Gila County Medlcal Society met in special 
session at. the Dominion Hotel, Seturday evonineg. 
February 27th, Dr. C, R. Swackhomer. president. 
in the chair. 

Fifteen members and two visiturs (Drs D. F. 
Harbridge, secretary, Arizona State Medical As- 
soviation, and W. Warner Watkins, Councilor for 
the Central District) were present. 

The minutes of the preceding meeling were 
read by the secretary, Dr Wm. B. ‘Vatts, and ap- 
proved with one correction, 

Lr. Watts then announced that the secretary 
was prepared to receive checks of $50.00 per 
member, to take care of the entertainment and 
expenses of the State Association meeting. He 
alsc announced that there was still a need for 
parers on the program and that it might be nec 
essary to call on some of the Iecal talent for pa- 
ters. He stated that both Dr. Phesnister and Cr. 
Beasley had been forced to d:c'iue invitations to 
attend the ineeting. 

Dr. Swackhamer stated that the primary object 
of the meeting was to [follow up the ideas of Dr. 
}1anklin Martin, when he visited the society r> 
cently, to start an educational program for the 
public on scientific medicing The idea of this 
is to lay the basis for the proposal of a new medi- 
cal practice act which will confine the treatment 
of the sick to medical men, Dr. Harbridge was 
called upon to give his views either personally or 
as secretary of the State Association. 

Dr. Harbridge prefaced his remarks by reading 
a little soliloquy on “The Physician” as fdllows: 

“I am a physician. I am a member of a guild 
whose constant purpose through the ages has 
been to heal the sick, make the blind see, the 
lame to walk, and to comfort those who mourn. 
I am rich in the heritage of history and tradi- 
tions that have been handed down to me by the 
fathers in Medicine. I am bound by the Oath of 
Hippocrates to be faithful to those traditions and 


vhigh ideals which bind our guild together in 


unity. I should. ever maintain a spirit of toler- 
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ance and forbearance toward my fellow-members 
of the craft, remembering that we are all human 
and liable to err. I must so live that when this 
mortal coil is shuffled off it may be said of me 
that I have ever been true to my obligation and 
that the traditions of medicine have not been sul- 
lied by me. It is my duty to labor for the right; 
to fight wrong; to seek the good of mankind; to 
encourage the younger members of my profes- 
sion; to work shoulder to shoulder with my con- 
freres to attain those laudable aims and purposes, 
keeping in mind the truth that when we travel 
together with unanimity of purpose, success will 
be ours’ With malice toward none and charity 
toward all, I pledge myself to those high ideals 
which are entrusted to me.” 

Dr, Harbridge discussed several matters relating 
to the advisability of maintaining close contact 
with the American Medical Association and the 
many ways in which that organization could be of 
benefit to the local county and state organizations. 
In line with any idea of education of the pwblic 
into a sympathetic attitude toward the medical 
profession would be a wide circulation of Hygeia. 
The national Association is centering its atten- 
tion this year on the periodical health examination. 
The American Medical has been working upon 
plans for standardizing the county society or- 
ganizations and has formulated a revised model 
constitution for state associations. Dr. Har 
bridge gave three of these to the Society for their 
three delegates, so that they might inform them- 
selves on the salient points of this constitution 
and be prepared to discuss it at the forthcom- 
ing meeting in Globe. He mentioned the com- 
plete biographical file of the American Medical 
Association and suggested that county secretaries 
avail themselves of this information, whenever 
new members applied for membership; frequent- 
ly they will save themselves embarrassment by 
securing the data about a proposed new member. 
Dr. Harbridge discussed the difficulties to be met 
when any medical information was carried to 
the public. 

Dr. R. D. Kennedy, in opening the general dis- 
cussion, recalled Dr. Franklin Martin’s statement 
that Arizona must rid itself of cultists and non- 
medical healers, else the eastern medical profes- 
sion would hesitate to send their patients here. 
He said that Dr. Martin had promised to have 
a model Medical Practice Act drawn up and sent 
out by the time of the state meeting; that Dr. 
Martin said he thought they might prevail on 
Judge Stevens (legal counsel for the American 
College of Surgeons), who is a very able speak- 
er, to come out and conduct a campaign in favor 
of such an act. Dr. Kennedy thought the time 
is ripe for such a move. 

Dr Holt emphasized the importance of having 
trained men from without the state take the lead- 
ing part in this work. 

Dr. Bacon said that he is in favor of a new medi- 
cal practice act, but we are mistaken if we 
think it can be done easily. It will cost a lot 
of money and mean a long hard fight. To carry 
on a campaign means speakers, printing bills, paid 
advertisements in the newspapers, brass bands 
and all the paraphernalia of a political cam- 
paign. It means that we must start with the 
legislators before they are elected and pledge 
them to vote for the bill; it means fighting those 
who will not so promise and fighting for those 
who will vote for the bill. It means a united 
medical profession centering on one thing re- 
gardless of the politics of the candidates. If we 
get enough legislators elected to put the bill 
through the legislature, it will probably be immedi- 
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ately referendumed for vote by the people, and 
the fight must be carried on all over again. We 
must make up our mind that it will be a long 
hard fight and will cost us much more than we 
think. 


Dr. W: Warner Watkins, being called on, said 
that he would like to have it recorded in the 
minutes that this is an official visit of the coun- 
cilor of this society. He mentioned the import- 
ance of the work of the councilor. He mentioned 
the opportunities. that had recently opened up in 
Phoenix for educational propaganda; both the 
Arizona Republican. and one of the radio broad- 
casting stations had offered the county medical 
society the exclusive use of these means of com- 
munication for giving health information to the 
people. The county society has been holding off, 
hoping to be able to launch a program. on periodic 
health examination, which is the dominating theme 
of the American. Medical Association’s program 
for this year. The public is ready for this, but 
the’ medical profession is not. He suggested thai 
the periodic health examination be made the 
means of focusing the attention of the public on 
the scientific medicine. By calling the attention 
of the people to the necessity of having the hu- 
man machine overhauled once a year there will 
naturally accompany this idea the thought that 
this should be done by people who understand the 
human machine and its functions—and this will 
center their. attention on the medical profession, 
in contradistinction to the non-medical cults. 


There was considerable discussion about the 
health examinations, the difficulties in conducting 
these by mining hospital staffs, where the em- 
ployees demand these as their right for the fee 
paid to the hospital fund. It developed that Dr. 
Harbridge had extended an invitation to Dr, Dod- 
son, of the American Medical Association, to 
come to the State Association meeting. If the 
American Medical Association can furnish a speak- 
er, this would solve the problem of the popular 
evening meeting. 

The president appointed as delegates to the 
State Association meetings, Drs. C. W. Adams, 
John E. Bacon and W. A. Holt. 

The society adjourned at 11:30 p. m, after 
expressing to the visitors the appreciation of the 
society for their presence and participation in the 
discussion. 

WM. B. WATTS, Jr., Sec’y. 





SANTA FE COUNTY (N. M.) MEDICAL SOCIETY 


The regular meeting of the Santa Fe County 
Medical Society, held at St, Vincent Sanatorium, 
February 9, was occupied mainly with considera- 
tion of a standard table for fees. Letters had 
been sent by the secretary, Dr. Arexander, to 
various county medical societies 1n New Mexico 
and Arizona, asking about the matter of standard 
fees. Several county societies responded with 
printed lists which are very thorough in their 
scope, while others merely indicated the standard 
fees for visits, obstetric cases, and the like. A 
very elaborate fee table, issued by the Chicago 
Medical Society, was also at hand. 

The object of this movement is to secure a list 
of minimum fees adhered to by all members of 
the county society and available for reference at 
any time in event of complaint on the part of the 
patient at a charge for services. A list was adopt- 
ed tentatively at this meeting; tnis list will be 
referred to: all members not present at the time 
and voted upon subsequently. 

It was announced by Dr. Luckett, Director of. 
the State Bureau of Public Health, that ‘Dr. Wil 
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liam F. Wild, of the American Society for the 
Control of Cancer, will arrive in Santa Fe on Feb 
ruary 18, to remain for a day. At Dr, Luckett’s 
Stiggestion it was decided to arrange a_ public 
meeting in Santa Fe, with Dr. Wiid as speaker; 
and it was likewise thought advisable to have 
him meet with the physicians in some way, at a 
difiner or luncheon. Dr. Wild also wishes to ad- 
dréss nurses, both graduate and student, on the 
campaign for the reduction of cancer. 

During the first days of February there have 
beén a number of cases of grippe in the county, 
but not an epidemic, according to Dr. H. P. Mera, 
county health officer. Albuquerque has also had 
many cases. Since the influenza epidemic of 
1918 these cases are invariably classed by every- 
ofe as “ ’flu,” é 

LEIGH K. PATTON. 





EL PASO COUNTY MEDICAL SOCIETY 
(February 1, 1926) 


A meeting of the society was held at the Uni- 
versity Club on February 1, 1926, at 7:45 p. m. 
There were forty-six members present. 

The president, after calling the meeting to order, 
stated that it was possible to secure the State Asso- 
ciation annual meeting for El Paso in 1927. 

Dr. Prentiss offered a motion that an invitation 
be extended and an effort made to get the state 
convention for 1927. Motion seconded and carried. 

The application for membership in the society 
from Dr. Ralph Homan was then read and accepted 
unanimously. 

On account of the Practice and Publicity program, 
no clinical material was presented. 

Dr. W. L. Brown then spoke on the purpose and 
value of the publicity work and introduced the mo- 
tion that the society vote to carry on an educational 
program in the press for a period of about six 
months under the direction of an expert layman to 
cost about fifteen hundred dollars and that to meet 
this added expense an assessment of ten dollars from 
each member be authorized with permission to use 
part of the society’s savings account if necessary. 
This motion was then submitted for discussion. Dr. 
Cummins asked if this meant a program like the 
one outlined in the State Journal. Dr. Brown re- 
plied that it was to be a purely educational proposi- 
tion under our own control and was.to be arranged 
with the help of an expert advisor. Dr. Jamieson 
asked what had been accomplished in other cities in 
Texas where a similar program had already been 
presented. 

Dr. McCamant then asked Dr. Duncan to take the 
chair and explain to the society the new features of 
the Medical Practice Act and the work which had 
been done by the State Association in east Texas. 

Dr. Gallagher moved that the use of any of the 
savings account be omitted from the motion of Dr. 
Brown. The amendment was lost by a standing vote. 

Dh. Prentiss read his opinion of the motion, stat- 
ing that it was up to the law officers to enforce the 
Medical Practice Act and that additional expense 
entailed might be a hardship on :ome of the mem- 
bers. 

Dr. Garrett after serious thought on the matter 
believed that it was of value provided it is carried 
out on a high plane and in the proper manner. Dr. 
Cathcart emphasized that, although an innovation, 
it was’ in line with a movement all over the country, 
and referred to a recent editorial in the S. E. P. 
on the subject. Dr. K. D. Lynch remarked that pub- 
licity of the right sort was needed and was being 
used mere every day. Dr. Ramey expressed his 
opinion that we would only be fighting chiropractors 
and quacks, which might prove to be a continuous 
performance. . Dr. Laws stated that the public was 
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not behind the law and that it was up to the pro- 
fession to educate it. Dr. Hardy proposed that we 
apply law enforcement to ourselves and that we be 
honest. with ourselves, Dr. Strong sugge:ted that 
we use publications on health matters, such Hygeia. 
Dr. Cummings said that it was a political question 
and a move to satisfy the legislators. He made a 
motion that the original motion be amended to the 
effect that the committee outline their program to be 
presented at the next meeting, and that a vote on 
the. matter be postponed until next week. The mo- 
tion wa: seconded by Dr. Gallagher, but lost. 

The origina! motion of Dr. W. L. Brown was then 
reread and submitted to the society for decision, and 
was carried by a standing vete of 26 toll. 

Dr. Waite’s motion that the subject matter to be 
used be submitted to the society in advance at the 
first meeting of the month was unanimously 
adopted. 

Dr. Egbert moved that all information from the 
society given to the newspapers should be done by 
the president, which motion was seconded by Dr. 
Laws and approved. 

The meeting then adjourned. 

Paul E. McChesney, M. D. 
Secretary. 





EL PASO COUNTY MEDICAL SOCIETY 
(February 8, 1926) 

A meeting of the society was held at the University 
Club on Monday, February 8, 1926. There were 48 
members present. 

After the minutes were read, motion was made to 
elect offieers to fill two existing vacancies. Dr. W. 
H. Anderson was unanimously elected librarian and 
Dr. F. D. Garrett elected to the Board of Censors, 
vice Dr. Duncan. 

Report of clinical cases was asked for and Dr. 
Cummins recited an unusual case of a boy who fell 
on a splint of his left arm and sustained a rupture 
of the spleen and a tear of the mesoco!on. 

Dr. R. B. Homan told of a spontaneous pneumo- 
thorax in a patient with advanced tuberculosis, for 
which Dr. Miller did a phrenectomy, with improve- 
ment of pain and dy:pnea. A post-operative copious 
gastric hemorrhage terminated further observation 
and autop:y showed an enlarged duodenum without 
any demonstrable ulcerated spot. 

The clinical program for the evening was then 
opened by Dr. E. A. Duncan, who outlined the phy- 
siology of blood clotting and briefly described some 
of the hemorrhagic diseases. He asserted that cal- 
cium was indicated only in chronic jaundiced cases 
prior to operation... He also emphasized the proper 
way of testing clotting time by withdrawing about 
five c. c. from vein, with needle and syringe, and 
then watching the clot in a test tube, :tating that 
other methods sometimes used were unreliable. 

Dr. R. B. Homan read a paper on the immediate 
and general care of pulmonary hemorrhage, stress- 
ing alleviation of nervous conditions, the measures 
to encourage coagulation of the b!ood and meas- 
ures to reduce blood pressure. He recommended 
codeine for cough and the use of thromboplastic fer- 
ments hypodermically and calcium intravenou:ly. 
For reducing blood pressure he mentioned sodium 
nitrite and veratrum viride and amy] nitrite. 

Dr. D. E. Smallhorst gave an outline of various 
forms of gastrointestinal hemorrhage, and indicated 
the methods of treatment. He stated that the local 
use of the ice-cap was not based on physiological 
rea:ons as co'd delayed clotting. 

Dr. K. D. Lynch spoke briefly of the important 
types of genito-urinary hemorrhage, distinguishing 
between those of the kidney and the bladder. The 
treatment of postoperative hemorrhage following 
prostatectomy. 
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MAIN CAUSES OF HAY-FEVER IN THE 
SOUTHWESTERN STATES 


Time of Bloom 

































Plant (Hay-Fever Season) 
Cottonwood (Populus macdougali) - - “Feb - = April 
Shad Scale (Atriplex canescens)- - - - March June 
Rabbit Bush (Franseria deltoidea) - - - -April - May 
June Grass (Blue Grass, Poa pratensis) - -May -_ Sept. 


-May - Sept. 
-June - Oct. 
-July - Sept. 


Bermuda Grass (Capriola dactylon) - 
Johnson Grass (Sorghum halepense) . 
Annual Saltbush (Atriplex Wrightii) - - - 


Redroot Pigweed (Amaranthus retroflexus) -_ - July - Sept. 
Sage Brush (Artemisia tridentata) - - - - -July - Sept. 
Cocklebur (Xanthium camadense)- - - - - -July - Sept. 
Russian Thistle (Salsola pestifer) - 2 © + July - Sept. 
Careless Waed (Amaranthus palmeri) - - - -July - Oet. 
Slender Ragwood (Franseria tenuifolia) - - - -Sept. - Oct. 


PROCEDURE ‘ 
FIRST, determine when the patient suffers an attack and apply 
skin tests with pollens of plants causing Hay-Fever at that period. 
SECOND, from the resulting reactions determine the antigen 
that should be used for desensitizing. Several skin tests may be 
made at one time. Positive tests resulting from plants that pollinate 
at periods when the patient does not suffer may be entirely disre- 
garded, as the patient is able, without aid, to overcome this sensi- 
tiveness. 
TREATMENT 
Where several reactions of equal intensity are recorded the use 
of the Individual Antigen is recommended for persons whose hay- 
fever symptoms occur from the latter part of April to the first of 
August and Ragweed Combined Antigen is recommended for persons 
whose hay-fever symptoms occur from August first to frost in 
October. 
Diagnostic Assortment No 5 ~...0..2.....-2--0cceecccceccseeeeeeeeeneeeeeees ae Gratis 
Full information upon request 
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Dr. Frank Schuster gave a concise and clear out- 
line of nose and throat hemorrhage, with the treat- 
ment indicated for the different forms. 


Dr. Varner read a paper on the treatment of post- 
partum hemorrhage, placenta previa, and accident- 
al hemorrhage. He also took up the treatment of 
hemorrhage from ruptured ectopic and from abor- 
tion. 

Dr. P. E. McChesney outlined the chief varieties 
of cord and brain hemorrhage, giving the principles 
of treatment for a guide in each case. 

Dr. W. L. Brown spoke on hemorrhage in sur- 
gery, emphasizing proper blood clotting test, com- 
plete and thorough ligation, and. the principles of 
treatment for hemorrhage. 

Dr. F. P. Miller spoke on the mechanical means 
of controlling hemorrhage and recommending 
phrenicotomy as an aid in checking certain types of 
pulmonary hemorrhage, to be followed by thora- 
coplasty if necessary. 

In the discussion, Dr. W. W. Waite mentioned the 
coagulation method of choice and the typing of pa- 
tients at sanatoriums as a protective measure. 

Dr. F. D. Garrett spoke on the value of the ice- 
cap in ga:tric hemorrhage. 

Dr. Harry Leigh mentioned the use of ultra violet 
rays in hemorrhage of the new born. its effect pos- 
sibly being due to acceleration of available calcium. 

Dr. R. L. Ramey advocated quicker operations in 
suspected and known hemorrhage of brain and 
stomach. 

Dr. J. A. Rawlings spoke on the use of pituitrin, 
also emphasizing that an empty uterus seldom bleeds. 

The use of :odium chloride and bromide in pul- 
monary hemorrhage was given by Major Scott. 

Dr. Hardy mentioned'the use of magnesium sul- 
phate in brain and pulmonary hemorr 

The use and danger of over narcotizing with mor- 
phine in pulmonary hemorrhage was discussed and 
Dr. E. A. Duncan opposed giving morphine on ac- 
count of the danger of an accompanying pneumonia. 

Mecting adjourned at 10:15 p. m. 

Paul E. McChesney, M. D. 
Secretary. 





EL PASO COUNTY MEDICAL SOCIETY 
(February 15, 1926) 

A meeting of the society was held on Monday, Feb- 
ruary 15, 1926, beginning at 7:45 p.m. There were 
21 members present. 

Dr. Werley reported the case of a child with a 
history of general edema, followed by emaciation. 
The only findings were escape of gas with some pus 
from the umbilicus. A tentative diagnosis of gas 
bacillus infection was made. 

Dr. Jamieson then read'a paper on chronic pros- 
tatitis, giving the common exciting and contribu- 
ing causes, with an outline of treatment. The paper 
was di: cussed by Doctors Strong, Werley and Smith. 

Major Hutter presented a most excellent paper 
on acute cholangitis, citing recent studies of an epi- 
demic in Algeria which tended to show that it was 
identical with Weil’s disease. The differential diag- 
nosis, symptomatology, and treatment were thor- 
oughly and clearly outlined.‘ Doctors Safford, 
Cummins, Leigh and Miller took part in the discus- 
sion. 

A committee wa: appointed by the president to ar- 
range for a farewell dinner in honor of Dr. John 
W. Tappan, consisting of Doctors Miller, Jamieson 
and E. B. Rogers. 

Dr. Aatusna, librarian, was authorized to have 
the library clean-d and put in order. 

The mecting adjourned at ten o’clock. 

Paul E. McChesney, M. D. 
Secretary. 
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EL PASO COUNTY MEDICAL SOCIETY 
(February 22, 1926) 


A meeting of the society was. held at the Uni- 
versity Club on February 22, 1926, which was called 
to order by Dr. McCamant, president, at 7:30 p. m. 
There were present 32 members and two visitors. 

Dr. Mason presented two caces of juvenile tinea 
capitis which had been epilated by x-ray. These 
cases were discussed by Doctors Turner and Smith. 

Capt. Orbison then presented an early and an ad- 
vanced case of paresis, after which he read an ex- 
cellent paper on the subject, discussing the course, 
,diagnosis and treatment. His paper was discussed 
“by Doctors Lynch, Strong, Smith and Turner. 

A representative of the A. M. A. was introduced 
and offered a special rate of two dollars for a year’s 
subscription to Hygeia, in quantities of one hundred. 

The meeting adjourned at 8:45 p. m. 

Paul E. McChesney, M. D. 
Secretary. 





MARICOPA COUNTY (Ariz.) MEDICAL SOCIETY, 
FEB. 6, 1926. 


The meeting was held at St. Joseph’s Hospital 
at 8:00 p. m., Dr. Drane in the chair. Fourteen 
members and four visitors were present. 


Minutes of meetings of January 2nd and January 
16th read and adopted. 


Dr. Purcell demonstrated a case of granuloma 
inguinale (Leishmaniasis). 

The names of Dr, A. G Kingsley, Superior, Ari- 
zona; Dr. Mihajol Matanovich, Phoenix; and Dr. 
E. Payne Palmer, Phoenix, reported favorably for 
membership by Board of Censors. Moved and 
seconded that the proposed doctors be admitted 
to membership: The Secretary pointed out that 
Dr. Palmer was still a member of the Society. The 
minutes showed that he had presented his resigna 
tion in 1922 and that the fesignation had then 
been laid on the table and had not since been 
acted upon. It was moved and seconded that Dr. 
Palmer’s resignation of 1922 be considered as ac- 
cepted. 

Motion that Doctors Kingsley, Matanovich ‘and 
Palmer be elected to membership was carried 
unanimously. 

Dr. Vivian moved that the Committee on Pub- 
licity be recommended to publish in the public 
press, the St. Joseph’s Hospital operative statis- 
tics for the past three years. Dr. Garrison sec- 
onded. Dr. Wylie objected to the general pub- 
lication of any hospital statistics. Dr. Vivian . 
thought that publication of the statistics would ed- 
ucate people to seek surgical care in Phoenix 
rather than away from home. Dr. Garrison stated 
he felt the publications would be a boost for 
Phoenix Dr. Neff spoke in favor of publicity 
for medical information “of the right sort.” Mo 
tion carried 6 for; 5 against. 

Notice read from Dr. Wm. B. Watts, Jr., Chair- 
man of State Program Committee, setting Feb. 
20, 1926, as latest date for reception of papers to 
be presented to the State Meeting at Globe, April 
26, 27, 28, 1926. 

Program: Dr. Purcell presented a paper “The 
Diagnosis of Syphilis.’ Dr. Clohessy’s paper on 
“The Skin Manifestations of Syphilis’ and Dr 
Charvoz’ paper on “Congenital Syphiiis’ were post- 
poned because of absence of these coctors, Dis- 
cussion of Dr. Purcell’s paper opened by Dr. Gar- 
rison. Further discussion by Dociors Vivian, O. H. 
Brown, Stroud. Dr. Randolph exhibited an x-ray 
film showing aontitis in a congenital syphilitic 


VICTOR RANDOLPH, Sec’y. 
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ST. JOSEPH’S HOSPITAL (Phoenix) STAFF 

(February Meeting) 

The Medical and Surgical Staff of St. Joseph’s 
Hospital met on Saturday, February 13th, at 8 p. m. 
The first case studied was one of thoracoplasty. His 
history and physical examination, supplied by St. 
Luke’s Home, were as follows: 

iW. S., male, age 22, with no family history of 
tuberculosis and no history of exposure. His early 
health was fair. He was always undersized and 
underweight and subject to acute infections. In 
1921 he had pleurisy. His chest was examined thor- 
oughly at that time but no tuberculosis found. In 
1922 he had apparently typical lobar pneumonia 
from which he made good recovery but was advised 
to change climate. He did this with some improve- 
ment in general health, examination at that time 
showing no evidence of tuberculosis. In 1923 he had 
a frank onset of tuberculosis ushered in by pleurisy. 
marked catarrhal symptoms, fever and loss of 
weight. He went to Bethesda Sanatarium in Colo- 
rado and made transient improvement. His disease 
seems to have progressed intermittently and more in 
right lung. He had already, at various times. had 
a number of small hemorrhages. In June, 1925, he 
began to have severe and repeated hemorrhages 
which could not be checked. Section of the right 
phrenic nerve was performed by Dr. Hegner early 
in August without relief. He was admitted to St. 
Luke’s Home October 10, 1925. While enroute from 
Denver he had a severe hemorrhage; he was spitting 
blood at the time of his admission and on every day 
but two since his admission he has lost blood, vary- 
ing from stained sputum to two or three ounces per 
day. All the usual palliative measures including ice 
bags, weights to the chest, full dosage of calcium, 
and numerous injections of fibrogen, have been in- 
effective. 
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Physical Examination: Young man of blonde 
type, under-nourished, obviously anemic and with 
some of the stigmata of an early rachitis; fingers 
clubbed; nails moderately cyanotic. In the neck a 
recent scar two inches long, where phrenicotomy 
was done. Chest flattened. Right side two-thirds 
immobilized, with depression above and below clav- 
icle. Thorough examination not made because of 
hemorrhage. Percussion and auscultation without 
cough showed the right chest with resonance im- 
paired throughout, merging into flatness at the 
level of the fourth space, harsh breathing and pro- 
longed expiration. Irregular increase of whisper- 
ed voice most marked in the root region; moder- 
ately coarse moist rales heard over the entire side 
but all sounds are distant from the fourth rib down. 
A coarse wheezing and bubbling rale is heard 
over the’ entire chest, loudest over the second and 
third spaces. On the lefit side the signs are limited 
to impaired resonance, harsh breathing with pro- 
longed expiration, moderate to slight increase of the 
whispered voice and fine moist rales (not numerous) 
which sounds are heard from the apex to the level 
of the third rib and the fourth D. V. Abdomen and 
extremities negative. Cardiovascular negative ex- 
cept that heart is pulled to right. 

On Nevember 29th, x-ray report stated diaphragm 
much elevated and without definite movement. 
probably more breaking down of tissues in right 
base and possible more definite cavity outline in 
hilus region. 

b gen showed no tubercle bacilli. Urine nor- 
mal, 

He was referred for surgical collapse by thora- 
coplasty, which seemed to be not only indicated but 
absolutely necessary if life was to be saved. 

DISCUSSION 
DR. WILLARD SMITH: At the first operation, 
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done on December 3rd, resection of the first, sec- 
ond, thrid, fourth and fifth ribs. It was decided to 
let down the upper portion of the lung first, be- 
cause the bleeding was probably from there, and 
it was estimated that the phrnicotomy had already 
obliterated 600 c. c. of the chest space in the lower 
portion. When the lower ribs are removed first, 
there is very little change until the first rib is cut; 
then there is:a tremendous collapse of the lung and 
considerable shock may result, so we decided to take 
out the upper ribs first and let the lung down 
gradually. 

He stood the first operation fairly well, and the 
second stage was performed on Dec. 14th. Ethy- 
lene anesthesia was used both times; there was con- 
siderable shock from the operations, but no hemor- 
rhage. He returned to St. Luke’s Home Dec. 22. He is 
in good shape now. His‘sputum is reduced from 
four cups to 50 c. c.; he is up and about; goes to the 
bath room and takes his own bath; has no useless 
cough and has not bled since the operation. 

I have had some physicians ask me how quickly 
this operation cures tuberculosis. It does not cure 
tuberculosis; it does frequently give the patient a 
better chance. This kind of operation is not pop- 
ular and there is good reason; twelve per cent die 
in the first- week: - Our present attitude toward 
thoracoplasty is not to undertake it in any case 
which has a chance otherwise, but in a case like this, 
it gives him his chance; of those cases who have 
exhausted every other possibility thoracoplasty will 
reclaim forty per cent. This type of surgery is new 
(only 1159 cases could be found by Alexander in all 
literature), but it is growing in importance. There 
must be one essential present; the other lung must 
have undergone compensatory hypertrophy (not 
emphysema); in hypertrophy there is an increased 
blood supply with .an actual increase in the alveolar 
structure; in emphysema the structures are thinned 
out and are functionally less efficient. . This field of 
surgery is a little lonesome to work in, because it is 
so unattractive. Anybody can take out ribs, but 
judgment must be used in letting down the lung 
so as to empty the cavities steadily, completely, 
permanently, so as to avoid the fluttering mediasti- 
num and paradoxical respiration. 

The case operated here at the last Southwest 
meeting is the sort of case which is encouraging. A 
pneumolysis was done and he has never bled since, 
and by January after the operation, he was work- 
ing all day as a carpenter’s helper and’ now he is 
working as a laborer, apparently a perfectly healthy 
man. The cases that you fail on, usually you can- 
not show because they are’mostly dead, but the suc- 
cesses are very satisfactory. 

These patients usually wish to hurry on to the 
second stage, because they do not get complete re- 
lief from the first stage; you must hold them back 
until it is safe and the heart will stand it. 

DR. F. G. HOLMES: Have not used thoraco- 
plasty as much as I should, perhaps. Did not get 
all of Dr. Smith’s discussion and may disagree a 
little. It seems to me that every case of propsed 
thoracoplasty should be tried out under pneumo- 
thorax first, unless there is some positive contra- 
indication. The only danger from pneumothorax is 
a spontaneous, and the fact that thoracoplasty 
shows 12 per cent mortality is a good reason for 
trying artificial pneumothorax. You cannot tell 
by examining a lung whether you can collapse it or 
not, neither the physical examination nor x-ray ex- 
amination giving any reliable information on this 
point. 

If it is demonstrated that you cannot collapse 
with pneumothorax, you should give them the bene- 
fit of thoracoplasty. Have had a few cases of 
thoracoplasty with a very high mortality, but 
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believe they were allowed to go too long. Have 
seen several of Dr. Smith’s cases where the results 
have been very dramatic. If the operations are 
done while the patients are in good flesh and good 
spirits, there is no reason why we cannot repeat the 
good results secured elsewhere. 

DR. RANDOLPH: Saw my first case of thora- 
coplasty in 1919 and have been much interested 
since. Saw a number of cases this summer; saw a 
series of 36 that were performed in the Chicago 
Municipal Sanatarium and some cases done by Dr 
Miller in El Paso. In all those cases a very good 
percentage of favorable results were obtained. The 
indications for pneumothorax and thoracoplasty are 
the same and the results to be obtained are very sim- 
ilar, if the thoracoplasty can be done in such a way 
as to do away with the surgical risk. The majority 
of men use local anesthesia and do the operation in 
two or three stages. At present, Sauerbruch is us- 
ing a very rapid one stage operation under ether. 
In view of the remarkable results in apparently 
hopeless cases with pneumothorax, it is certain that 
thoracoplasty will be extended just to the extent 
that it can be done efficiently and safely. 

DR. SMITH: Am glad that Dr. Holmes brought 
out the preliminary trial of pneumothorax. We 
were discussing that a short time ago in regard to 
a woman I had in mind for thoracoplasty for some 
years. Five years ago, hysterectomy was per- 
formed becaues of violent hemorrhages at every 
menstrual period; lung destruction went on, large 
cavities formed, with apparently fibrous contraction, 
pulling the heart into the right thorax. I did not 
consider it possible to use gas, because of these find- 
ings and the fact that she had a spontaneous pneu- 
mothorax three years ago which evidently had clos- 
ed. To satisfy Dr. Holmes decided to try pneumo- 
thorax and much to my surprise found a pocket; 
her pleura has pulled free almost universally; the 
artificial pneumothorax below has joined with the 
spontaneous cavity above and she is holding the 
gas beautifully; temperature is normal; goes to the 
office once a week for gas and is doing full share 
of her housework. Her problem is not solved, how- 
ever; can you keep her that way. She will have to 
be kept compressed permanently, running the risk 
of empyema, because she has large cavities with 
thin walls which may tear through. If that hap- 
pens, we will have to resort to- thoracoplasty, but 
we will have a different problem then. I heard a 
prominent surgeon at the recent meeting in Tucson 
say that he had never seen one of these cases with 
a fistula heal up; I have seen many of them heal 
up. The difficulty in some gas cases is that the ad- 
hesions become very leathery and when we try to 
back out eventually, they have intense pain. Am 
trying diathermy in an effort to soften these ad- 
hesions, if possible; some of them are responding; 
others I feel will either have to have gas forever or 
else immobilization of the chest wall. When it 
comes to giving gas for the balance of the life, the 
expense is greater than any other method. As 
simple an operation as pneumothorax should not be 
done by every one. Say what you will, there is a lot 
of difference between practicing medicine and prac- 
ticing surgery, and artificial pneumothorax is a 
surgical operation; one of the large serous cavities 
of the body is invaded and it does not make any 
difference whether infection is carried in through a 
large opening or through a needle hole. It is no 
safer for a general practitioner to try to do a col- 
lapse by gas than for a general practitioner to give 
an x-ray treatment. It requires perfect tchnic and 
must be without fault, not only once but every time 
and these $5.00 refills cannot be done that way; 
the actual cost of the set up is more than this. The 
man who does this work for a pittance is doing it 
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either ignorantly or with too much risk to the pa- 
tient. This whole thing is in the making. The 
world is at the turning point in the treatment of 
tuberculosis. The old principle of rest is still cor- 
rect, but there are many ways of obtaining that rest 
and the great multiplicity of ways prove the inef- 
ficiency of any one. There is a lot in tuberculosis 

to be learned yet, but I believe that several of us 
vk living will see the day when tuberculosis will be 
a surgical problem from the beginning. 

Ques.: Are you doing anything with phrenic 
nerve section? 

Ans.: Have not done anything with that as yet. 

DR. CARSON: Dr. Isabel states that when 
abroad last year in only one place did she see a gas 
apparatus and that was very crude. Ether is cer- 
tainly more toxic than ethylene or nitrous oxide and 
doses irritate the lung. The anesthetic is given for 
the surgeon to operate, but in this operation the 
anesthetist take a great responsibility, because dur- 
ing a thoracoplasty the surgeon is very busy and 
the responsibility for watching the patient’s condi- 
tion is almost entirely on the anesthetist. 

DR. WATKINS: In a paper on this subject, by 
Dr. Yount, to be published next month in South- 
western Medicine, there is a very able discussion of 
the essentials for successful work in chest surgery. 
He stresses the necessity for a thoroughly trained 
anesthetist, whose word shall be final when it comes 
to the patient’s condition. It is recommeded that 
this be watched. for and carefully read by everyone 
interested in chest surgery. 


Case II. Male child, age two, has the following 
hospital record: “Patient was first seen in Janu- 
ary of 1924. The eyeball was hard and greatly en- 
larged, the eye was sightless and there was every 
indication of a tumor mass within the globe. The 
patient was taken to another surgeon who removed 
the eye, which was diagnosed by pathologist as 
glioma. About a month ago, the eye became in- 
fected which condition did not improve and the pa- 
tient was brought to our office. There is a recur- 
rence of tumor involving the lower lid and the max- 
illa.. Referred to Dr. Watkins for radiation treat- 
ment.” Entered hospital Dec. 29, 1925. 

DR. W. A. SCHWARTZ presented the following 
discussion: 

Firét seen on January 30, 1924, at the age of three 
months. The. mother states that soon after birth 
the right eye appeared larger than the left. The 
right eye has gradually become larger in size; the 
cornea has increased in its diameter and appears 
cloudy. The child is irritable and shows evidence 
of pain in the right eye. The general health of the 
child has been good. 
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Examination showed the right eye prominent and 
increase in the size of the globe and diameter of the 
cornea. Intraocular tension above normal.: Lids 
normal; general cloudiness of the -cornea; par- 
ticularly in the superficial epithelial layer. The deep 
and superficial vessels full. A mass could be ‘seen 
back of the lens casting a white reflex; however, no 
detailed examination could be made.through the.hazy 
cornea. A probable diagnosis of glioma was made 
and enucleation advise. The eye: was :removed . by 
Dr. Bailey in September, 1924. Pathological. , Ke 
port by Dr. Mills is as follows: 

“Gross examination of this eye after i incision shows 
new growth apparently springing from the. retina 
near the posterior pole and almost completely, filling 
the globe, pressing the lens and iris against the 
cornea. 

Microscopic sections show tumor to. be cmoposed 
chiefly of small round cells, somewhat variahle in 
size, closely packed with deeply staining nuclej and 
only a slight amount of fibrous stroma. In some 
places the cells are arranged in small rosettes. or 
alveoli and in many areas they show evidences of 
degenerative changes. 

We would consider this a glioma probably aris- 
ing from the retina.” 

They again appeared for examination on Decem- 
ber 26, 1925, with the history that the child had 
much pain, in the region of the right orbital cavity. 

The findings showed an injection of the conjunc- 
tive with a small hard infiltration of the stump and 
a larger dense mass in the lower lid over lying the 
inferior orbital wall. 

On December 28th, the child was referred to Dr. 
Watkins for x-ray or radium treatment.. On Feb- 
ruary 9th, 1926, the mother reported with the. child 
and stated he was entirely free from pain and feel- 
ing well. There was no tenderness or any evidence 
or a tumor mass. Were it not for the pathological 
report, we would be ‘doubtful of this diagnosis. ‘ The 
description of the section by Dr. Mills is character- 
istic of this type of tumor. 

It is the primary only in the retina and is: not 
anything like glioma of the brain. There is an in- 
dication of a congenital predisposition, and is met 
with exclusively in early life. Two-thirds of the 
children have not completed their third year, and 
very rarely appears as late as the eleventh year. 
Usually one eye is envolved, however the proportion 
in which both eyes are affected is large. The little 
patients make no complaint of their visual. disturb- 
nace. The mother may notice a bright yellow color 
shine from within the eye, which ‘may. be the first 
indication there is anything wrong with the eye. 
Dilitation docs not generally appear until the in- 
crease of tension has begun. The tumor mass is 




















parent difficulty. 





IN BRONCHITIS 
Calcreoseé confers all the benefits of creosote medication‘ with gas- 
tric disturbance largely eliminated. 

Calcreose can be given in large doses for long periods without ap- 
Try it. 


Powder : Tablets : 
Sample of tablets on request 


| THE MALTBIE CHEMICAL CO. 


AND TUBERCULOSIS 


Solution 


Newark, New Jersey 











vw A ft ts ww 





nd 
ds 
=p 


10 


»y 


vs 
3 
1e 
n 
e 


rr 
of 


wa ers Cv 


ese ee a 





















‘Cepenepenennnecevennenrenevareeeveenscenesineaeen vonannneonsanuntinesneasunensnesen vu nanaenedOnEveOOsUsunORaOUOrOeNDOeHONOOveenUnaCONERED 





Ultra-Violet Technique Simplified 
by Victor Quartz Lamps | 


_ In developing Victor quartz lamps for 


ultra-violet therapy the Victor policy of 
keeping constantly in mind the technical 
needs of the physician has been strictly fol- 
lowed. The physician is not required to. 
adapt his technique to the apparatus, be- 
cause the Victor organization has adapted 
Victor quartz lamps to his requirements. 


As a result Victor air-cooled and water- 
cooled quartz lamps are so readily installed 
and so easily manipulated that the correct 
method of applying ultra-violet rays in the 
treatment of many conditions common to 
every practice, is quickly acquired. 

VICTOR X-RAY CORPORATION 


Main Office and Factory: 2012 Jackson Blvd., Chicago 
33 Direct Branches—Not Agencies Throughout U. S. and Can. 













Authoritative papers on ultra- 
violet therapy have been reprinted 
by the Victor X-Ray Corporation 
for the benefit of physicians who 
have not ready access to the original 
sources. These papers will be sent 
without charge on request. They 
constitute a textbook on the subject. 










VICTOR X-RAY CORPORATION, A-248 


Publication Bureau, 2012 Jackson Blvd., Chicago 
Please send me descriptive bulletin on Victor Quartz Lamps. Also — of 
authoritative papers on Ultra-Voilet Therapy. I am interested especially in the 
treatment of 
cy Fk SY RPS ee eee ee 
Victor Apparatus for 
C) Modical Diathorary..B Mame... .iccessiceccviseensdasienic tutis dais’ ses 
O Surgical Diathermy 
CO) Phototherapy a eee eee eee ne re 
O Ionic Medication 
O) Sinusuidal Therapy || Town............2e-eeee ees State... .eseeee> 













_ DALLAS, TEXAS: VICTOR X-RAY CORPORATION OF TEXAS, 2503 COMMERCE 8ST. 
LOS ANGELES, CALIF., 9512 $0. OLIVE ST. 



























































ea incr ented 


140 


reddish yellow when the particles are visible or blu- 
ish white when the detached retina overlies the 
tumor. As the tumor increases in size the lens and 
iris are pushed forward and glioma appears with 
an enlargement of the globe. At this stage, the lit- 
tle patient begins to suffer and refuses his food. 
As the tumor increases in size and ruptures the 
globe, producing extra-ocular proliferation and 
metastasis to other parts of the body takes place, 
followed by death. 


Conditions simulating glioma are detachment of 
the retina, other formg.of tumor, advanced tubercles 
of the choroid, cystie@Fus, chronic inflammation of 
the choroid, abscess itreous. 

DR. H. T. BAILEY, the ophthalmologist who op- 
erated this patient, was called on to present his 
findings, which he did as follows: 

Lloyd A., age one year, entered hospital (Arizona 
Deaconess) Oct. 23, 1924. Complaint. discharge 
from eye when three days old. 


I saw him when two months old. He then had 
buphthalmos in right eye. Apparently no pain until 
three days ago when it began to pain severely and 
lids of right eye and right side of face began to 
swell. Examination showed edema of lids and globe 
greatly swollen; right chamber obliterated. No 
pupillary reactions. Eye opaque to othalmoscopic 
examination. 

Operation on October 23rd, with pre-operative 
diagnosis of buphthalmos or glaucoma with edema. 
Enucleation of eye; the eye was abnormally long 
with thickened and extra firm optic nerve. Right 
eye was enucleated and transplantation of gold cap- 
tule in Tenon’s capsule. Closure with purse string 
suture and conjunctiva sutured over. No  hem- 
orrhage and very little shock. On October 24th 
patient wanted to play, no apparent pain; at 6 p.m. 
was eating heartily; on Oct. 28th wound healing 
nicely without pus. Patient discharged on the 29th. 

Upon hearing the pathologist’s report, made ar- 
rangements with the mother to have radium treat- 
ment, which apparently was not carried out. 

Saw this child some months before they came for 
the operation; they brought the child to the house 
and I looked him over and thought it was a case of 
buphthalmos; instructed them to come again, but 
they did not until October 23rd, when the operation 
was done, with the findings given in the pathologist’s 
report. Temperature dropped after the operation 
from 104 to 99.8 the next morning and soon down to 
normal. I persuaded this mother to have radium 
treatment before she left here, but she did not come 
for this. Did not hear of the case again, until they 
came to Drs. Martin and Schwartz. 

DR. WATKINS: When this baby was referred 
for radiation treatment, with the report of glioma 
attached, we had little hope of securing even tem- 
porary benefit, knowing that nerve tissues are* the 
most resistant of all cells to radiation. The child 
was too young to cooperate and permit long periods 
of radiation by high voltage x-ray, which would have 
been our preference, so attempt was made to treat it 
with radium. Fifty milligrams of radium, at one 


‘inch distance, with .5 mm. of lead filter was applied 


for twenty-four hours over each of four areas sur- 
rounding the tumor growth,—a total of 4800 milli- 
gram-hours. This was not sufficient to produce 
visible skin reaction or loss of the eye brows. 
When the patient returned for observation, the 
tumor which was av large as an egg, had entirely 
disappcared and there was the normal sunken eye- 
socket. Mother said that the child had appeared 
well and comfortable, and there was a very marked 
improvement in his general condition. We expect a 
recurrence, if this is glioma, but the complete retro- 
gression has been quite striking. 
DR. J. J. McLOONE: My experience has been 
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limited to one case of glioma of the eye. Doubt the 
accuracy of the diagnosis in this case. True cases 
of gliome are very rare; it is really a neuro-epi- 
thélioma, but the term glioma has been used so long 
that it is now the common term. One case has been 

rted in which there was recurrence in spite of 
complete exenteration of the orbit, and radium was 
then used and to date there has been no recurrence. 
One thing is to be noted from the literature and that 
is that radium is of little value in true glioma. In 
this case an evisceration was done; if I had had 
no} idea that the case was glioma would have been 
inclined to do enucleation and get as much of the 
netve tissue as possible. Dr. Bailey did not think 
it was glioma at the time of operation. If there had 
beén recurrence, would have been inclined to do ex- 
enteration of the orbit, using radium botk before 
and after that procedure. 


DR. D. F. HARBRIDGE: Do not know of a 
single case of true glioma that has involved the 
orbit but what has been followed by death. Usually 
death follows metastases to other parts of the body. 
There have been two instances of glioma in which 
retrogressive changes have taken place. Miller re- 
corded a case in which one eye was removed for 
glioma; the other eye became involved and I think 
he had treatment with radium and very definite 
retrogressive changes were observed covering a 
long period of time. There is another quite similar 
case on record. At the time I was preparing the 
chapter on tumors for the Ophthalmological Year 
Book, was much impresied with the thought that 
the whole literature pertaining to tumors some day 
would be revised. One condition blends into an- 
other and the attempt to subdivide them as we do 
impresses me as wrong. The remarks of Dr. Jack- 
son, when he was here, impressed me deeply, and I 
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think as the time goes on we will change our at- 
titude toward the classification of tumors. 

DR. BAILEY: This type of tumor usually be- 
gins in the granular layer of the retina and grows 
out from that. Fuchs reported two cases in one 
family. He operated one and in six months the 
child was dead; a year later the other child was 
brought in and operated and in eight months was 
dead. They usually metastasize to the liver first. 

The doctors scheduled to discuss the other cases 
on the program were not present, and time was given 
Dr. Carson, who spoke of the use of commercial oxy- 
gen in pneumonia cases, and told how this might 
be secured very economically, by getting the com- 
mercial tanks used for the oxy-acetylene blow torch- 
es. This oxygen is just as good as the high priced 
commodity and much more economical. The method 
described was to attach a gauge to the tank and 
deliver measured quantities of oxygen under a sheet 
supported by barrel hoops over the patient’s head. 

Meeting adjourned at 9:45 p. m. . 





JOINT MEETING OF MEDICAL AND SURGICAL 
STAFFS OF THE ARIZONA DEACONESS HOS- 
PITAL AND ST. JOSEPH’S HOSPITAL 
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The staffs of the two hospitals in Phoenix met 
on February 26th for dinner, the occasion being 
the visit of Dr. J. B. Tyrrell, Staff Visitor of the 
American College of Surgeons. The two hospi 
staffs joined in a demonstration program, f 
ing which they were to hear Dr. Tyrrell’s com- 
ments. 

Twenty three staff members and five members 
of the hospital organization of the Deaconess Hos- 
pital were present. 

Dr. John Wix Thomas, chairman of the Deacon- 
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ess Hospital staff, called the meeting to order and 
asked Dr. Win Wylie, chairman of the St. Joseph’s 
Staff, and member of the College of the Surgeons, 
to introduce Dr. Tyrrell, 

Dr. Tyrrell commented on the improvement in 
the records found at both hospitais, while stating 
that there is still abundant room for further im- 
provement. While the standards necessary for ap- 
proval by the college require certain physical 
equipment, the College does not look at this so 
much as it does at the class of work done, as 
shown by the records. 


From the standpoint of the College, the most im- 
portant feature of the hospital activity is the staff 
meeting. The organization of the staff was dis- 
cussed, The staff should embrace all doctors who 
treat patients in the hospital. The staff should 
hold meetings at least once a month and the staff 
members should be required to attend at least 
75 percent of these meetings. The College will 
demand this of approved hospitals in the future. 
A complete and accurate record must be kept of 
every hospital case; the staff organization should 
be such as will see that these records are kept, 
discuss the deficient ones, and discipline the mem- 
bers who fail to keep their records in accordance 
with the rules adopted. 

There are eight points which the College deems 
important in every hospital and the Staff Visitor 
ascertains from the staff minutes, the hospital rec- 
ords, or by personal interviews, how well these 
eight points are covered by the hospital work. 
They are: 

1. The records of the hospitar, This should 
show a complete history of the patient’s illness, 
everything. that was done to him im the hospital 
and his progress. The most deficient things about 
the records in Phoenix hospitals are the physical 
examinations; Phoenix is not alone in this defi- 
ciency as it is the weak point in most hospitals. 

2. To whom the privileges of the hospital are 
granted. The hospitals are required to exercise 
care in the granting of major privileges, especially 
the privileges of the operating department. A man 
should be a qualified surgeon before he is allowed 
to operate in any approved hospital. 

3. Posting the preoperative diagnosis. He 
quoted figures from one Phoenix hospital, showing 
almost one hundred percent agreement in pre and 
post operative diagnoses, over a period of many 
months. This is an impossible accuracy and shows 
that the pre-operative diagnoses are not written 
before the operation, but both are filled in after- 
wards. 

4. Findings at operation and what was done at 
operation should be dictated or written by the 
surgeon, It is not sufficient to record a certain 
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operation, such as “Bassini’s herniotomy” or “Rod- 
man’s breast amputation.” It is not descriptive to 
record what Bassini and Rodman would have 
done; what is desired is to know what the sur- 
geon operating actually did, and way he did it. 

5. The gross and microscopic findings of the 
tissues removed should be described and record- 
ed. This is well done in the Phoenix hospitals. 

6. The staff review of interesting, unusual and 
problem cases, The staff can employ any type 
of meeting it chooses, so long as it embraces a 
review of the work done by the staff members 
and seeks to improve that work. 

7. High standard of efficiency in the operat- 
ing department. 

8. Surgical conscience; this is a thing difficult 
to define, but it is easy to see when it is not pres- 
ent. 

After some further general remarks about the 
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work of the College and the necessity of meeting 
the requirements, if the hospital interested wishes 
to stay on the approved list, Dr, Tyrrell suggest- 
ed that he was ready to listen to the staff demon- 
strations, 

Dr. Thomas called on Dr. Watkins to present 
the work of the Records Committee, as the con- 
tribution of the Deaconess Hospital Staff to the 
program. 

Dr. Watkins explained that the Deaconess Hos- 
pital is following the plan of having its staff pro- 
grams worked up and presented by various com- 
mittees, and the Records Committee had been 
asked to supply the material for this program. 

The Records Committee reviews all the clinical 
records of the hospital, comments on those defi- 
cient or imperfect and refers those in which 
there appears to be question or discrepancy in 
diagnosis to the Diagnosis Committee. They also 
review the records of patients dying in the hos- 
pital and presents brief reviews of these. The 
deaths have previously been reportea to the Medi- 
cal Council; there were seven of these in January 
on three of whom autopsies were performed; in 
two of these the cause of death was revealed only 
by autopsy and in one not until microscopic ex- 
amination of tissue was made. Dr. Mills will re- 
port on these, 

The records showed a decided improvement and 
the chief credit for this must go to the hospital 
historian, Miss Osborne, for her persistent work 
in persuading the doctors to give her the physi- 
cal examinations. 

Three frank statements of post-operative re- 
versals of diagnosis were recorded in January, 
this being very unusual, One was diagnosed 
uterine fibroid before operation and found to be 
ovarian cyst. one was diagnosed acute appendicitis 
and found to be ectopic pregnancy; one was diag- 
nosed osteomyelitis of the scapula and found to 
be sarcoma, 

Instances of deficient records were the follow- 
ing: 

Case 5275:—Emergency appendicitis case, dying 
four days after operation. No history of the case 
whatever is on record, nothing to show whether 
the surgeon kept the case under observation a 
week or had just seen it; appendix had ruptured. 

Case 5210:—Carcinoma of the stomach, found 
inoperable by the surgeon. This patient is known 
to have had an x-ray examination which disclosed 
the carcinoma, this not having been suspected be 
fore the xray examination. Nothing was said in 
the record about the x-ray. 

It was recommended by the Records Commit- 
tee that it be impressed on the staff members 
that when x-ray or laboratory work has been done 
on. patients prior to their entrance to the hospital, 
that the private laboratories be asked to furnish 
copies of their reports on these patients for the 
hospital records. This will make a much more 
complete and satisfactory record than the bare 
mention by the doctor in charge that x-ray or lab- 
oratory examination disclosed certain facts. Both 
the laboratories in Phoenix will furnish such copies 
of reports on request. 

Two other cases, where such reports would have 
added much of value to the record were cited,— 
one a duodenal ulcer and one of tuberculous osteo- 
myelitis,—both having been xrayea prior to enter- 
ing the hospital. 

Case 5225:—Strangulated femoral hernia; all 
the important points in this history are lacking; 
hew long the hernia had existed, when it became 
strangulated and the symptoms of strangulation. 

Cases 5232, 5201, 5185 and 5159 are a group of 
pmeumonia cases in which no physical findings are 
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recorded. Case 5265 has diagnosis of “organic 
heart disease” without physical findings, Cases 
5145 nad 5144 are diagnosed chronic nephritis and 
arterial hypertension, without adequate record of 
physical findings. Dr. Tyrrell’s comment that the 
record should show the patient’s “physical reserve” 
would apply to such records as these. One of 
these does not show a record of blood pressure, 
though he was in the hospital several weeks. 

Case 5221:—Diagnosed nephritis and diabetes, 
without history or any physical examination. 

The following cases were referred to the Diag- 
nostic Committee, for study and criticism: 

Case 5214, diagnosed pneumonia and Vincent’s 
angina with death. History and physical findings 
are very incomplete, not showing sufficient basis 
for either diagnosis 

Case 5154:—Cerebro spinal syphilis. Physical 
examination records all findings as negative in- 
cluding reflexes and eyes; spinal fluid was nor- 
mal. No basis laid in record for the diagnosis. 

Case 6262:—Preoperative, postoperative and final 
diagnosis of “subacute appendicitis.’ Physical ex- 
amination records “exquisitely tenaer over ap- 
pendix area;” white count was 19,400 with 88% 
polys; operative findings say “evidences of recent 
inflammation,” Pathologist reportea tuberculous 
infection of appendix. 

Case 5353:—Diagnosis of influenza and endo- 
cervicitis. Examination record says “cauliflower 
growth on cervix, uterus enlarged and adnexa 
painful.” These findings mean carcinoma, if the 
examiner means what he records. 

Case 5167:—Entrance diagnosis of pneumonia, 
with chest pain, cough and white count of 47,000 
and 94% polys. This sounds like pneumonia, but 
diagnosis was revised to paratyphoid fever on 
- basis of positive blood culture. Hard to reconcile 
findings and diagnosis, 
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Dr. H. P. MILLS, pathologist, reported the rec- 
ords of two cases coming to autopsy, as follows: 

Case 1:—Femaie child, two years old; had meas- 
les at one month; probable pneumonia at ten 
months and was sick last summer with nausea, 
fever and pus in the urine. The acute illness ap- 
parently dates from Thanksgiving Day, when the 
child ate spinach and milk, following wnich she be- 
came nauseated and vomited. Temperature at that 
time was 103 and abdomen was distended, HWnema 
and castor oil gave relief. On December 12th the 
child was again taken ill with nausea and vomit- 
ing, rising temperature and great restlessness with 
distention. Has been sick at intervals since, often 
vomiting meals and with much gas. Has never 
gone to bed but has not played as usual. About 
two weeks ago, abdomen again became distended 
and has been vomiting since. Came to hospital 
on January 23rd in stupor, with abdomen greatly 
distended and vomiting at intervals. 

Consultant examination on January 26th states 
that child was almost comatose, not conscious of 
anybody being near, pulse rapid, no temperature, 
abdomen now soft; negative Kernig; knee jerks 
present and equal; ankles stiff but no clonus. dou- 
ble Babinski; skin is edematous Diagnosis of 
toxemia resulting from urinary suppression. On 
the 26th, 350 c. c. of amber fluid was drawn from 
peritoneal cavity and gastric lavage given. Ex- 
amination of urine daily showed slight abnormal- 
ities, trace of albumen and acetone being most im- 
portant findings. Red count 5,670,000 and white 
count 18,200, Wassermann negative. Fluid from 
the abdomen showed a slight trace of urea and 
spider web clot but no bacteria. Child died Janu- 
ary 26th, after four days in the hospital. 

Autopsy Report:—No external wounds or gross 
lesions; subcutaneous fat present, no characteristic 
discoloration. Thorax and abdomen opened in 
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usual manner. Slight general edema and a large 
amount of clear fluid in the peritoneal cavity; 
fluid also present in both pleural spaces with 
slight excess of pericardial fluid. 

Lungs negative except for moderate amount of 
passive hyperemia most marked in left base. Thy- 
mus present but without definite hyperplasia. 
Heart negative. Gastro-intestinal tract negative 
throughout. Pancreas negative. Spleen slightly 
enlarged with moderate hyperemia. Liver enlarged, 
with smooth contour and shiny surface; has yel- 
lowish grey color practically throughout. Gall 
bladder not abnormally distended. Sections of 
liver showed very marked fatty degeneration, the 
cells being filled with fat globules and practically 
the entire parenchymatous structure being involved. 
Kidneys not definitely enlarged; color on surface 
and cut surface similar to that of the liver. The 
entire cortex was involved. Sections showed very 
marked fatty degeneration of the epithelium of 
the convoluted tubules; the glomeruli were much 
less involved. No enlarged lymph nodes. 


Pathological diagnosis; fatty degeneration of the 
liver and kidneys, probably from some unknown 
poison 

Case II:—Male, age 45 years, entered hospital 
in irrational condition, so that no reliable history 
was obtained. Came to Phoenix for treatment 
for general enlargement of lymph glands. 

Phys. Exam.:—Fairly well nourished medium 
sized man, lying restlessly in bed, apparently 
apprehensive, cyanotic and slightly dyspneic. Slight 
icteric tinge to the conjunctiva; pupils equal, 
regular and reacting to light and accommodation; 
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no ptosis, nystagmus or strabismus. In the neck 
no enlargement of thyroid, but the posterior auricu- 
lar glands markedly enlarged, firm, easily mov- 
able. Apex beat of heart seen and felt easily in 
sixth interspace 12 cm. from the midline. Soft 
blowing systolic murmur at the base, transmitted 
over all the precordium; this is probably func- 
tional. No bruit in region of aortic valve. Pul- 
monic second and aortic second equal. The right 
lung is resonant throughout, expansion good, no 
abnormal sounds; in left lung breath sounds are 
indistinct, but no rales except at the apex and 
down to fourth interspace where a few scattered 
coarse rales are heard, 

Fluoroscopy of the chest showed slight enlarge- 
ment of the aortic shadow, but no gross evidences 
of heart or lung disease. The hilus densities were 
noticeably exaggerated. 

In the abdomen rounded margin of the liver 
was felt four and a half finger breadths below the 
costal margin. tender but not nodular. Area of 
increased dullness to percussion in the left hypo- 
chondrium which is apparently in front of the 
colon and suggests splenic. enlargement. Skin 
over the entire pody is dotted here and there with 
hemorrhagic areas resembling purpura hemor- 
rhagica. Bones and joints negative, except areas 
of periosteal thickening suggesting the possibility 
of old syphilitic periostitis. 

Over the entire glandular areas the glands were 
definitely enlarged, freely movable and not adher- 
ent, The glands in each groin were particularly 
large. 

White count was 28,000, with normal differential; 
Wassermann was positive. 

Urine showed 5% albumen, with numerous hy- 
aline and granular casts, red blood and pus cells. 
He was placed on regimen and treatment for ne- 
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phritis, but died six days after entering the hospital. 

Autopsy Report:—Fairly well nourished man with 
numerous small superficial hemorrhagic areas in 
the skin, slightly ulcerating. All the superficial 
lymph nodes markedly enlarged, the inguinal groups 
being most prominent. Skin and muscles when cut, 
showed yellowish tinge. 

In chest, right-lung was normal. Left lung showed 
dense pleural adhesions. Heart not enlarged; no 
evidence of aortic or valvular disease. Anterior and 
posterior mediastinal nodes much enlarged, soft and 
friable; one removed for section. 

Liver markedly enlarged, not weighed, Showed 
over the surface and cut surface innumerable yel- 
lowish spots about buckshot in size, those on the 
surface projecting in the form of small granulma- 
tous nodules. Spleen enlarged, showing the same 
miliary distribution of shot like nodules over the 
surface and on the cut surface. Kidneys showed 
multiple small cysts, with adherent capsule, each 
kidney being smaller than normal. All the mesen- 
teric glands were enlarged, soft and friable. No 
other findings of interest. 

Diagnosis:—Hodgkin’s or leukemia. 

‘Sections of the lymph nodes showed extensive 
areas of softening, with loss of cell outline and 
hemorrhagic extravasation. Numerous areas of in- 
filtration by atypical cells resembling large lymph- 
ocytes. Sections of spleen showed infiltration with 
cells as found in the lymph nodes, this change being 
chiefly perivascular. Sections of kidneys showed 
marked degeneration of epithelium of tubules, with 
extensive desquamation and dilatation of both con- 
voluted and straight tubules, and there are numer- 
ous microscopic as well as macroscopic cysts, Sec- 
tions of liver showed extensive perivascular infil- 
tration by large atypical cells, similar to those 
found in lymph nodes and spleen. 
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Microscopic diagnosis:—Leukemia with leukemic 
infiltrations into liver, spleen and lymph nodes. 

Ths completed the demonstration by the Deacon- 
ess Hospital Staff, and Dr. Wylie was asked to take 
charge of the second part of the program, with pre- 
sentation of the St. Joseph’s Hospital Staff contri- 
bution. 

It was stated that the subject chosen for discus- 
sion was “Diabetes,” and one case was presented 
for criticism. (See next issue for this case and 
discussion.) 

W. WARNER WATKINS, Sec’y. 
ORVILLE H. BROWN, Sec’y. 





AMERICAN ASSOCIATION FOR THE ADVANCE- 
MENT OF SCIENCE 


The American Association for the Advancement 
of Science Southwestern Division held its seventh 
annual meeting in Phoenix February 15 to 18. 

The section on Medical Science, under the 
Chairmanship of Dr. Gerald B. Webb, presented a 
very attractive program. 

On February 16th, in the forenoor, papers were 
read as follows: ‘Advance in Anesthesia,” Dr. 
Harry R. Carson, Phoenix; “Interrelationship be- 
tween Urological Conditions and‘the Treatment of 
Diabetes Mellitus,” by Dr. Charles S. Vivian (see 
elsewhere in this issue); “Tularemia” by Dr. An- 
cil Martin of Phoenix, 

On February 17th, a symposium on Heliother- 
apy was given, with the following papers: ‘Helio- 
therapy; the Scientific Aspects,” by Dr. Charles 
Sevier, Colorado Springs; “Heliotherapy; the Prac- 
tical Application,” by Dr. Jeremiah Metzger of 
Tucson; “The Effect of Radiation on Bacteria,” by 
Dr. Charles Boissevain, of Colorado Springs. 

The Mericopa County Medical Society enter- 
tained the Section on Medical Science at dinner 
on Wednesday evening, the 17th, at the Country 
Club. Following the dinner, Dr. Franklin Martin, 
Director General of the American College of Sur- 
geons, was introduced and spoke for fifteen min- 
utes on the advisability of stringent medical prac- 
tice laws which would limit the practice of med- 
icine to doctors. 

Dr. Wm. J. Kerr, of San Francisco, spoke on 
Cardio-Vascular Renal Complex, in a very thor- 
ough and instructive manner. 

Dr. Gerald B. Webb, of Colorado Springs, gave 
an illustrated lecture on ‘Laennec, The Cen- 
tenary.” 

Among the other papers presented by south- 
western doctors before the Association were one 
by Dr. Elliott C. Prentiss of El Paso on “The In- 
fluence of Personality and Economic Conditions of 
the Patient on the Results of Treatment,” given 
before the Section on Social Science; and one by 
Dr. W. Warner Watkins, of Phoentx, before the 
General Session at the High School, on “The Ap 
plication of Radiant Energy in Digease.” 

Arthur L. Flagg, of Phoenix, was elected presi- 
dent of the Southwestern Division for the ensuing 
year and Santa Fe, N. M., selected as the next 
meeting place. 





THE THOMAS-DAVIS CLINIC, of Tucson, Ariz, 
announce the addition to their organization of Dr. 
R. K. Smith, whose work will be limited to ob- 
stetrics and diseases of children, and Dr. J.B. 
Littlefield, whose work will be limited to urology. 
A dental department has also been incorporated 
in this group, in charge of Dr. P. H. Bennett. 


DR H. M. PURCELL, of Phoenix, has moved 
from the Luhrs Building to the Goodrich Build- 
ing sharing offices with Dr. I. L. Garrison. 


DR. HARLEY YANDELL, formerly associated 
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with Dr. McLoone in the Heard Building, has 
moved into the Goodrich Building, where he will 
continue the practice of his specialty of eye, ear, 
nose and throat, sharing offices with Dr, I. L. 
Garrison. 

DR. L. L. MINER, of Silver City, has moved to 
Los Angeles. His position as part-time Health 
Officer of Grant County has been filled by the ap- 
pointment of DR. N. D. FRAZIN, also of Silver 
City. 

DR, F. G. HOLMES, of Alamogordo, has been 
appointed part-time Health Officer of Otero Coun- 
ty. 

DR. C. W. GERBER County Health Officer of 
Dona Ana County Las Cruces N. M. has prepared 
a brief abstract of certain state health laws end 
regulations, appended to which is a chart showing 
early symptoms of the common izfections. He has 
sent this to every school teacher in his county, 
su they may know their duties in the control of 
communicable diseases in schools. 





RESEARCH RESULTS 

Recent research in the field of medicinal chem- 
istry, coupled with scientific physiological and 
clinical investigation is effecting profound changes 
in the practice of medicine, 

Discoveries have already been announced which 
are changing the methods of treating diabetes, 
high blood pressure and syphilis. so promising is 
the research work now being carried on in uni- 
versities, and by large pharmaceutical manufac- 
turers, that further important discoveries may soon 
be expected’ It is not too much to hope that 
definite discoveries may even be made in the 
field of cancer and tuberculosis. 

During the past year, announcement of the dis- 
covery of several new and important medicinal 
chemicals has been made by the Research Depart- 
ment of the Abbott Laboratories, North Chicago, 
Ill. Among these discoveries are Butesin Picrate, 
a new chemical body, combining both anesthetic 
and antiseptic properties. 

Other important research results from the Ab- 
bott Laboratories are Butyn and Benzyl Fumarate, 
both of which are fully describea in “New and 
Non-Official Remedies.” 

During the past ten years the following impor- 
tant’ Council passed medicinal chemicals have been 
manufactured by, and added to the list of the Ab- 
bott Laboratories: Anesthesin, Acriflavine, Barbi- 
tal, Chlorazene, Dichloramine-T, Cinchophen, Barbi- 
cinchophen, Neutral Acriflavine, and Procaine. 

These notable additions to the list of American- 
made, medicinal chemicals promise much for the 
future cordial relations between scientific, manu- 
facturing chemistry and. progressive medical prac- 
tice. 





SITUATIONS WANTED 

WANTED—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us. put you in touch with the best man 
for your opening, Our nation-wide connections 
enable us to give superiér service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan, 
Chicago. Established 1896. Member The Chicago 
Association of Commerce. 





A TEST CASE 

“What is it.” asked the doctor who had been 
hurriedly sumoned at mfdnight.~~ 

“Nothing this time, doc,”--answered Newlywed. 
looking at his watch. “My wife just wanted tc 
find out how soon you could get here in case the 
baby was suddenly taken ill.”—American Legior 
Weekly. 








Offerings To The God 
Of Chance 


The profesional man who has devoted the greater 
part of his life to his profession, building an and 
reputation ; offers his life’s work, reputation, good name, 
practice, home and all his worldly possessions to the God 
of Chance when he overlooks the safeguarding of his 
greatest hazard, his professional liabilities. 





Medical Protective Service has been tested twenty-two 
thousands times, in that many claims and suits, in the 
past twenty-seven years. The following is just a sample 
of appreciation for the service: 


“I surely am grateful to the Medical Pro- 
tective Company and have had perfect confi- 
dence in them al] of the time. As 1 told the 
other doctors here if the policy premium was 
multiplied by ten I wouldn’t be without it and 
anyone who has not gone through a suit cannot 
judge as to what it means to know som 
is with you, and constantly fighting for you, 
while you yourself are tending to your ordinary 
business” 


You cannot lose with a Medical Protective Contract; 
you can without it. 


for 
“Medical Protective Sowies. 
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A Colloidal Compound of Silver Iodide 
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EO-SILVOL appeals to discriminating physicians and is 
becoming increasingly popular with the profession for 
the reason that it is an effective germicide, does not 

cause irritation, and does not produce unsightly stains on the 
clothing or skin and mucous membrane. 

Clinically, Neo-Silvol is very valuable in inflammatory 
infections of the eye, ear, nose and throat, in 10- to 25-per-cent 
solutions. In gonorrheal ophthalmia 25- to 50-per-cent solu- 
tions may be required. 


In gonorrhea in the early stages solutions of 5 per cent of 
Neo-Silvol may be employed as injections. After the pain has 
subsided and the discharge has lessened, solutions of 10 to 25 
per cent should be utilized. Urethral irrigations with a 1-per- 
cent solution of Neo-Silvol are preferred by many. Cystitis, 
especially of the acute type, occurring in little girls, may be 
treated with a few urethral injections of a 10-per-cent aqueous 
solution of Neo-Silvol. It is of value in vaginitis, cervicitis, 
etc., in 5- to 50-per-cent strength, depending on the severity of 
the condition. It may be tried in 1- to 3-per-cent solution for 
colonic irrigations. 
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Neo-Silvol is supplied in 1-ounce and 4-ounce bottles and in 
6-grain capsules, 50 to the bottle. The contents of one capsule 
dissolved in a fluid drachm of water makes a 10-per-cent 
solution. An ointment of Neo-Silvol, 5%, in small collapsible 
tubes with elongated nozzle, and Vaginal Suppositories of 
Neo-Silvol, 5%, with a glycero-gelatin base in soft tin capsules 
in boxes of twelve, may also be had. 


PARKE, DAVIS & COMPANY 
DETROIT, MICHIGAN 
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NEO-SILVOL HAS BEEN ACCEPTED FOR INCLUSION IN tf re BY THE 
COUNCIL ON PHARMACY AND CHEMISTRY OF TH A. 
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